Norming the Young Schema Questionnaire in the U.S. by Di Francisco, Elizabeth
Digital Commons @ George Fox University
Doctor of Psychology (PsyD) Theses and Dissertations
2-1-2017
Norming the Young Schema Questionnaire in the
U.S.
Elizabeth Di Francisco
This research is a product of the Doctor of Psychology (PsyD) program at George Fox University. Find out
more about the program.
This Dissertation is brought to you for free and open access by the Theses and Dissertations at Digital Commons @ George Fox University. It has been
accepted for inclusion in Doctor of Psychology (PsyD) by an authorized administrator of Digital Commons @ George Fox University. For more
information, please contact arolfe@georgefox.edu.
Recommended Citation
Di Francisco, Elizabeth, "Norming the Young Schema Questionnaire in the U.S." (2017). Doctor of Psychology (PsyD). 221.
http://digitalcommons.georgefox.edu/psyd/221
	  	  	  	  	  Norming	  the	  Young	  Schema	  Questionnaire	  in	  the	  U.S.	  	  by	  Elizabeth	  Natalie	  Di	  Francisco	  	  Presented	  to	  the	  Faculty	  of	  the	  Graduate	  Department	  of	  Clinical	  Psychology	  George	  Fox	  University	  in	  partial	  fulfillment	  of	  the	  requirements	  for	  the	  degree	  of	  Doctor	  of	  Psychology	  in	  Clinical	  Psychology	  	  Newberg,	  Oregon	  February	  2017	  	   	  

NORMING	  THE	  YSQ-­‐S3	   iii	  	  Norming	  the	  Young	  Schema	  Questionnaire	  in	  the	  U.S.	  	  Elizabeth	  Natalie	  Di	  Francisco	  Graduate	  Department	  of	  Clinical	  Psychology	  George	  Fox	  University	  Newberg,	  Oregon	  	  
Abstract	  Since	  publication	  in	  2005,	  the	  Young	  Schema	  Questionnaire	  Short-­‐version	  3rd	  Edition	  (YSQ-­‐S3)	  has	  increased	  in	  popularity	  over	  the	  years	  among	  psychologists	  in	  Europe	  and	  the	  U.S.;	  yet	  to	  date	  it	  has	  not	  been	  normed	  within	  a	  U.S.	  sample.	  	  A	  sample	  of	  148	  participants	  completed	  eight	  demographic	  questions,	  the	  Generalized	  Anxiety	  Disorder	  -­‐7	  (GAD-­‐7),	  Patient	  Health	  Questionnaire	  -­‐9	  (PHQ-­‐9),	  and	  YSQ-­‐S3	  via	  Survey	  Monkey.	  	  	  Participants	  were	  classified	  into	  clinical	  and	  non-­‐clinical	  groups	  depending	  on	  responses	  to	  the	  GAD-­‐7,	  PHQ-­‐9,	  and	  demographic	  questions.	  	  YSQ-­‐S3	  results	  were	  analyzed	  via	  SPSS	  23.0	  to	  conduct	  descriptive	  statistics,	  one-­‐way	  ANOVA,	  and	  exploratory	  analyses	  to	  test	  the	  following	  hypotheses:	  	  (a)	  There	  will	  be	  significant	  mean	  score	  differences	  between	  the	  clinical	  and	  non-­‐clinical	  participants	  on	  each	  YSQ-­‐S3	  schema	  except	  entitlement/grandiosity	  and	  unrelenting	  standards/hypercriticalness;	  and	  (b)	  That	  the	  clinical	  sample	  will	  have	  a	  higher	  number	  of	  schemas	  active.	  	  An	  additional	  goal	  was	  to	  produce	  preliminary	  cut-­‐off	  scores	  for	  distinguishing	  pathological	  from	  normal	  scores	  for	  the	  schema-­‐based	  scales.	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  Results	  indicated	  significant	  differences	  between	  clinical	  and	  non-­‐clinical	  participants	  on	  YSQ-­‐S3	  mean	  scores	  with	  moderate	  to	  mostly	  large	  effect	  sizes.	  	  Due	  to	  substantial	  overlap	  between	  the	  two	  groups,	  we	  were	  unable	  to	  establish	  cut-­‐off	  scores	  for	  the	  YSQ-­‐S3	  subscales.	  	  Regression	  analyses	  demonstrated	  perfect	  classification	  for	  anxious	  participants	  for	  the	  Early	  Maladaptive	  Schemas	  (EMS)	  and	  weaker	  classification	  in	  predicting	  depression	  and	  the	  comorbidity	  of	  anxiety	  and	  depression	  in	  participants.	  	  The	  main	  limitation	  to	  our	  study	  was	  that	  schemas	  are	  commonly	  conceptualized	  as	  a	  partially	  unconscious	  phenomenon;	  thus	  the	  self-­‐report	  approach	  of	  the	  YSQ-­‐S3	  may	  not	  readily	  capture	  schemas	  (Bowlby,	  Ainsworth,	  Boston,	  &	  Rosenbluth,	  1956),	  and	  we	  lacked	  a	  severe	  clinical	  group.	  	   Results	  indicated	  that	  at	  least	  in	  the	  present	  sample	  the	  YSQ-­‐S3	  was	  only	  somewhat	  able	  to	  effectively	  distinguish	  the	  normal	  group	  from	  those	  with	  mixed	  anxiety	  and	  depression	  for	  individual	  schemas.	  	  Due	  to	  overlap	  between	  the	  clinical	  and	  normal	  samples	  and	  absence	  of	  an	  established	  method,	  we	  were	  unable	  to	  propose	  preliminary	  cutoff	  scores	  on	  the	  YSQ-­‐S3	  subscales,	  or	  suggest	  a	  difference	  in	  EMS	  quantity	  between	  pathological	  and	  normal	  samples.	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Chapter	  1	  
Introduction	  	  	  Many	  psychologists	  endeavor	  to	  obtain	  a	  mental	  painting	  of	  their	  client’s	  thought	  patterns	  in	  order	  to	  better	  serve	  them.	  	  Working	  from	  a	  second-­‐wave	  CBT	  framework,	  in	  1998,	  Dr.	  Jeffrey	  Young	  developed	  Schema	  therapy	  and	  the	  Young	  Schema	  Questionnaire	  (YSQ)	  in	  his	  pursuit	  of	  better	  serving	  clients	  suffering	  from	  some	  chronic	  Axis	  One	  disorders	  and	  from	  Axis	  Two	  disorders	  as	  characterized	  by	  the	  Diagnostic	  and	  Statistical	  
Manual	  of	  Mental	  Disorders,	  4th	  Edition	  (DSM-­‐IV;	  American	  Psychiatric	  Association	  [APA],	  1994;	  Young,	  1990).	  	  However,	  to	  this	  day	  the	  results	  of	  the	  YSQ-­‐S3	  have	  not	  been	  normed	  with	  clinical	  and	  non-­‐clinical	  U.S.	  samples.	  	  Currently,	  upon	  completing	  the	  YSQ-­‐S3,	  the	  results	  indicate	  which	  schemas	  are	  operating	  for	  a	  given	  individual	  at	  a	  given	  time.	  	  Yet	  due	  to	  the	  lack	  of	  standardized	  information	  indicating	  what	  the	  results	  actually	  mean,	  it	  is	  unclear	  as	  to	  whether	  a	  client’s	  results	  fall	  within	  a	  clinical	  or	  non-­‐clinical	  sample.	  	  	  
Literature	  During	  the	  1950s	  the	  psychologist	  George	  Kelly	  developed	  the	  concept	  of	  personal	  constructs	  (Filip,	  2014).	  	  He	  described	  these	  as	  patterns	  through	  which	  an	  individual	  perceives	  people,	  ideas,	  events,	  and	  more	  (Filip,	  2014).	  	  Furthermore	  he	  added	  that	  individuals	  use	  these	  constructs	  to	  make	  sense	  of	  the	  world	  and	  that	  they	  guide	  a	  person’s	  behavior	  (Filip,	  2014).	  	  He	  also	  indicated	  that	  the	  constructs	  a	  person	  uses	  to	  make	  sense	  of	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  his	  or	  her	  world	  might	  lead	  to	  mental	  health	  related	  symptoms	  (Filip,	  2014).	  	  He	  advocated	  that	  change	  in	  these	  constructs	  via	  therapy	  could	  lead	  to	  desirable	  changes	  for	  the	  individual	  (Filip,	  2014).	  	  Kelly	  was	  innovative	  for	  his	  time,	  given	  the	  focus	  on	  behaviors	  to	  understand	  human	  phenomenon	  during	  the	  1950s;	  Kelly	  was	  interested	  in	  the	  inner	  mental	  processes	  that	  guided	  or	  led	  to	  those	  human	  behaviors	  (Peck,	  2015).	  	  Although	  Kelly	  paved	  the	  way	  for	  incorporating	  cognitions	  as	  part	  of	  the	  behavioral	  process	  in	  the	  1950s,	  cognitive	  behavioral	  therapy’s	  (CBT)	  early	  beginnings	  occurred	  around	  the	  1960s	  (Ellis,	  1962).	  	  Although	  psychodynamic	  therapy	  and	  behavioral	  modification	  were	  the	  focus	  at	  the	  time,	  building	  on	  these,	  Ellis	  set	  the	  stage	  for	  the	  fruition	  of	  cognitive	  behavioral	  therapy.	  	  In	  1967,	  Aaron	  Beck	  shared	  the	  idea	  of	  recognizing	  negative	  maladaptive	  thoughts	  and	  beliefs	  in	  order	  to	  modify	  them.	  	  Several	  cognitive	  behavioral	  books	  were	  published	  in	  the	  1970s	  (Kendall	  &	  Hollon,	  1979;Mahoney,	  1974;	  Meichenbaum,	  1977).	  	  These	  books	  bridged	  together	  the	  role	  of	  cognition,	  more	  specifically	  the	  thought	  process,	  in	  behavioral	  change,	  and	  thus	  paved	  the	  road	  for	  the	  emergence	  of	  cognitive	  behavioral	  therapy	  (Meichenbaum,	  1977).	  	  Now	  in	  1950	  to	  about	  1970	  behavioral	  therapy	  was	  prominent;	  it	  was	  faced	  with	  rejection	  due	  to	  the	  lack	  of	  attention	  to	  covert	  behaviors,	  fueled	  by	  cognitions	  (Home,	  1969).	  	  In	  the	  same	  manner,	  psychodynamic	  therapy	  was	  confronted	  with	  dissatisfaction	  from	  the	  psychology	  community	  due	  to	  its	  lack	  of	  accounting	  for	  all	  of	  human	  behavior	  such	  as	  vicarious	  learning	  (Bandura,	  Ross,	  &	  Ross	  1963)	  and	  delayed	  gratification	  (Mischel,	  Ebbesen,	  &	  Zeiss,	  1972).	  	  In	  1974,	  the	  mediational	  model	  proposed	  that	  changes	  in	  cognition	  mediate	  changes	  in	  behavior	  (Lazarus,	  1974).	  	  Elements	  of	  cognitive	  information	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  processing	  models	  fostered	  the	  emergence	  of	  CBT,	  given	  their	  strong	  support	  from	  laboratories,	  (Hamilton,	  Katz,	  &	  Leirer	  1980;	  Hamilton	  &	  Rose,	  1980;	  Hamilton	  &	  Maisto,	  1979;	  Hamilton	  &	  Bornstein	  1979;	  Hollon,	  Kendall,	  &	  Lumry,	  1986).	  	  CBT	  was	  built	  upon	  the	  following	  three	  pillars:	  (a)	  cognitions	  affect	  behaviors,	  (b)	  cognitive	  activity	  may	  be	  monitored	  or	  altered,	  and	  (c)	  desired	  behavior	  change	  may	  be	  affected	  through	  cognitive	  change	  (Kazdin,	  1978,	  p.	  337).	  	  CBT	  was	  accepted	  as	  a	  result	  of	  its	  broader	  scope,	  including	  behavioral	  modification	  and	  covert	  cognitive	  operations	  (activities	  and	  processes)	  and	  empirical	  support.	  	  CBT	  emphasizes	  core	  beliefs	  and	  focuses	  on	  changing	  cognitions	  with	  the	  assumption	  that	  behavior	  change	  will	  follow	  (Dobson,	  2001,	  p.	  41).	  	  Aaron	  Beck	  and	  Albert	  Ellis,	  both	  of	  whom	  were	  trained	  in	  psychodynamic	  orientations,	  were	  the	  key	  figures	  in	  contributing	  to	  the	  pillars	  of	  CBT	  such	  as	  cognitive	  restructuring,	  changing	  core	  beliefs,	  and	  altering	  thought	  processes	  (Dobson,	  2010).	  	  These	  pillars	  were	  also	  foundational	  in	  setting	  the	  ground	  for	  the	  emergence	  of	  schema	  therapy.	  Jeffrey	  Young,	  (1990)	  who	  developed	  schema	  therapy,	  defines	  it	  as	  ,	  “an	  integrative	  therapy	  approach	  and	  theoretical	  framework	  used	  to	  treat	  clients	  with	  personality	  disorders,	  characterological	  issues,	  some	  chronic	  Axis	  One	  diagnoses,	  Axis	  Two	  diagnoses,	  and	  various	  other	  difficult	  individual	  and	  couples’	  problems”	  (Martin	  &	  Young,	  2010;	  p.	  317).	  	  Jeffrey	  Young’s	  needs	  assessment,	  in	  the	  realm	  of	  enduring	  behavioral	  and	  emotional	  patterns	  and	  their	  effects	  on	  individuals’	  lives,	  served	  to	  fuel	  schema	  therapy	  into	  fruition	  (Young,	  Klosko,	  &	  Weishaar,	  2003).	  	  Schemas	  are	  enduring	  thought	  patterns	  that	  function	  like	  filters	  from	  which	  individuals	  view	  themselves,	  others,	  and	  the	  world	  (Martin	  &	  Young,	  2010;	  McMinn	  &	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  Campbell,	  2007,	  p.	  251).	  	  Schemas	  can	  be	  adaptive	  or	  maladaptive	  depending	  on	  the	  context	  (McMinn	  &	  Campbell,	  2007,	  p.	  250).	  	  For	  instance,	  a	  fear	  schema	  is	  adaptive	  if	  activated	  when	  an	  individual	  is	  faced	  with	  a	  bear	  or	  burglar,	  since	  it	  helps	  the	  individual	  cope	  in	  a	  way	  that	  increases	  the	  likelihood	  of	  their	  safety,	  such	  as	  fleeing	  (McMinn	  &	  Campbell,	  2007,	  p.	  250).	  	  However,	  a	  fear	  schema	  in	  situations	  that	  don’t	  merit	  it,	  such	  as	  while	  sitting	  in	  class,	  would	  be	  considered	  maladaptive.	  	  What	  makes	  a	  schema	  maladaptive	  is	  its	  often	  self-­‐demeaning	  and	  self-­‐destructive	  essence	  (Young	  et	  al.,	  2003).	  	  For	  instance,	  if	  a	  boy	  was	  raised	  in	  an	  abusive	  family,	  through	  his	  relationship	  with	  parents	  and	  peers,	  he	  may	  view	  himself	  as	  worthless	  or	  not	  worthy	  of	  being	  loved;	  both	  maladaptive	  schemas	  (McMinn	  &	  Campbell,	  2007,	  p.	  250).	  	  Additionally,	  schemas	  can	  be	  activated	  or	  deactivated	  depending	  on	  the	  context	  (McMinn	  &	  Campbell,	  2007,	  p.	  252).	  	  For	  instance,	  the	  fear	  schema	  being	  activated	  when	  walking	  in	  a	  dangerous	  neighborhood	  at	  night	  is	  adaptive,	  helping	  the	  individual	  keep	  safe	  (McMinn	  &	  Campbell,	  2007,	  p.	  252).	  	  However,	  if	  it	  is	  activated	  during	  a	  baby	  shower	  and	  leads	  to	  a	  panic	  attack,	  then	  it	  is	  unhelpful	  (McMinn	  &	  Campbell,	  2007,	  p.	  252).	  Schema	  therapy	  focuses	  on	  maladaptive	  or	  adaptive	  core	  beliefs,	  or	  schemas,	  and	  treatment	  modalities	  targeting	  a	  change	  in	  these	  cognitions	  and	  preparing	  the	  client	  for	  the	  adoption	  of	  alternative	  beliefs	  and	  coping	  strategies	  (Martin	  &	  Young,	  2010).	  	  However,	  it	  differs	  from	  traditional	  CBT	  in	  that	  it	  accentuates	  the	  maladaptive	  emotional	  and	  behavioral	  patterns	  of	  thinking	  in	  an	  individual’s	  life,	  and	  the	  development	  of	  psychological	  problems	  fostered	  by	  these	  patterns	  (Martin	  &	  Young,	  2010).	  	  This	  became	  an	  important	  core	  factor	  in	  schema	  therapy,	  developed	  for	  working	  therapeutically	  with	  individuals	  that	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  struggle	  with	  personality	  disorders	  with	  little	  relief	  from	  CBT	  interventions	  alone	  (Dobson,	  2010).	  	  Schema	  therapy	  addresses	  a	  myriad	  of	  issues,	  targeting	  Axis	  One	  and	  Two	  on	  the	  
DSM-­‐IV	  (Young,	  1990).	  	  Being	  fundamentally	  eclectic,	  it	  encompasses	  elements	  of	  Beck’s	  cognitive	  therapy,	  object	  relations,	  Gestalt,	  behavioral,	  constructivism,	  attachment	  models,	  and	  psychoanalytic	  orientations	  (Martin	  &	  Young,	  2010).	  Schemas	  are	  deemed	  important	  in	  that	  they	  provide	  a	  mental	  footprint	  of	  an	  individual’s	  thought	  patterns.	  	  Given	  the	  suggested	  strong	  correlation	  between	  cognitions	  and	  behaviors,	  detecting	  maladaptive	  thought	  patterns	  provides	  significant	  implications	  for	  the	  implementation	  of	  treatment	  strategies	  to	  alter	  these	  thoughts	  via	  schema	  therapy	  and	  CBT,	  in	  hopes	  of	  obtaining	  a	  change	  in	  undesired	  behaviors.	  	  “Schema	  therapy	  targets	  the	  chronic	  and	  characterological	  aspects	  of	  a	  disorder	  rather	  than	  the	  acute	  psychiatric	  symptoms”	  (Martin	  &	  Young,	  2010,	  p.	  317).	  	  Some	  personality	  disorders	  such	  as	  borderline	  personality	  disorder	  (BPD)	  resulted	  in	  client’s	  shifting	  states	  and	  included	  affective,	  motivational,	  physiological,	  and	  behavioral	  coping	  styles	  (Martin	  &	  Young,	  2010,	  p.	  329).	  	  Thus,	  describing	  clients’	  current	  schemas	  alone	  was	  insufficient	  and	  too	  complex.	  	  Therefore,	  Aaron	  Beck	  proposed	  the	  term	  ‘modes’	  to	  more	  broadly	  describe	  the	  client’s	  many	  activated	  schemas	  along	  with	  each	  schema’s	  coping	  styles	  present	  all	  together	  at	  a	  given	  moment	  (McMinn	  &	  Campbell,	  2007).	  	  An	  example	  of	  a	  coping	  style	  for	  a	  passive	  individual	  might	  be	  to	  surrender	  in	  order	  to	  avoid	  conflict	  (Bernstein,	  2005).	  	  Modes	  are	  the	  combination	  of	  more	  than	  one	  schema	  and	  each	  activated	  schema’s	  coping	  response,	  all	  simultaneously	  active.	  	  More	  specifically,	  “those	  schemas	  or	  schema	  operations-­‐adaptive	  or	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  maladaptive-­‐	  that	  are	  currently	  active	  for	  an	  individual,”	  (Young	  et	  al.,	  2003,	  p.	  37;	  Figure	  1	  below).	  	  	  	  
	  	  	  	  
_________________________________________________________________________________________________________	  
Figure	  1.	  Illustration	  of	  the	  components	  of	  a	  mode.	  	  Adapted	  from	  “Integrative	  
psychotherapy:	  toward	  a	  comprehensive	  Christian	  approach,	  by	  McMinn	  &	  Campbell,	  2007,	  p	  256.	  Copyright	  2007	  by	  the	  Downers	  Grove,	  Ill:	  Intervarsity	  Press.	  	  	   In	  2012,	  in	  regards	  to	  how	  the	  brain	  processes	  information,	  Siegel	  defined	  a	  state	  of	  mind	  as	  “the	  total	  pattern	  of	  activations	  in	  the	  brain	  at	  a	  particular	  moment	  in	  time”	  (p.	  186).	  	  The	  human	  mind	  develops	  patterns	  of	  brain	  activation,	  which	  Siegel	  refers	  to	  as	  “neural	  net	  profiles,”	  encrusted	  within	  neuronal	  brain	  circuitry	  (p.	  186).	  These	  neural	  net	  profiles	  are	  then	  activated	  when	  primed,	  to	  prepare	  the	  individual	  for	  harm	  or	  to	  relax	  for	  instance	  (Siegel,	  2012).	  	  Siegel	  refers	  to	  these	  neural	  net	  profile	  clusters	  that	  are	  activated	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  at	  a	  given	  moment,	  as	  cohesive	  states	  of	  activity	  (2012,	  p.	  186).	  	  His	  key	  point	  being	  that	  these	  cohesive	  states	  “maximize	  the	  efficiency	  and	  efficacy	  of	  the	  process	  needed	  in	  a	  given	  moment	  in	  time,”	  making	  them	  “highly	  functional	  and	  adaptive	  to	  the	  environment,”	  (Siegel,	  2012,	  pp.	  186-­‐187).	  Siegel’s	  writings	  on	  neural	  net	  profiles	  and	  cohesive	  states	  (2012,	  pp.	  186-­‐187)	  shed	  light	  on	  the	  neuroscience	  behind	  Young’s	  schema	  modes,	  described	  above.	  	  	  In	  light	  of	  the	  aforementioned	  association	  between	  thoughts	  and	  behaviors,	  detecting	  maladaptive	  schemas	  became	  important	  in	  the	  psychotherapeutic	  treatment	  process.	  	  Young	  and	  his	  colleagues	  developed	  the	  Young	  Schema	  Questionnaire	  long	  Version	  First	  Edition	  (YSQ-­‐L1)	  to	  assess	  for	  these	  schemas	  (Young,	  1990).	  	  The	  original	  version	  consisted	  of	  123	  items	  and	  15	  Early	  Maladaptive	  Schemas	  (EMSs;	  Young,	  1990).	  	  Young	  defines	  EMSs	  as	  enduring	  thought	  patterns	  that	  emerge	  due	  to	  experiences	  during	  childhood	  and	  adolescence	  (Young,	  1990;	  Young	  et	  al.,	  2003,	  p.	  7;	  Young,	  1990,	  p.	  9).	  	  Next	  came	  the	  Young	  Schema	  Questionnaire	  Long	  version	  Second	  Edition	  (YSQ-­‐L2)	  with	  205	  items	  and	  16	  EMSs	  (Young	  &	  Brown,	  2003a).	  	  The	  Young	  Schema	  Questionnaire	  Short	  Version	  (YSQ-­‐S)	  followed,	  containing	  75	  items	  and	  15	  EMSs;	  one	  EMS	  was	  discarded	  due	  to	  poor	  factor	  loading	  in	  factor	  analysis	  (Young	  &	  Brown,	  2003b).	  	  	  After	  further	  studies	  in	  early	  maladaptive	  schemas,	  three	  more	  were	  discovered,	  resulting	  in	  the	  subsequent	  Young	  Schema	  Questionnaire	  Long	  Version	  Third	  Edition	  (YSQ-­‐L3);	  involving	  232	  items	  and	  18	  EMSs	  (Young,	  2003).	  	  Finally,	  after	  a	  few	  amendments,	  the	  latest	  version	  was	  developed,	  the	  Young	  Schema	  Questionnaire	  Short	  Version	  Third	  Edition	  (YSQ-­‐S3).	  The	  YSQ-­‐S3	  consists	  of	  90	  items	  (see	  Appendix	  A,	  Table	  A1),	  with	  18	  EMSs	  (Table	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  1	  below),	  and	  a	  new	  format,	  which	  designates	  five	  items	  per	  EMS	  with	  items	  from	  each	  EMS	  scattered	  throughout	  the	  questionnaire	  (Young,	  Pascal,	  &	  Cousineau,	  2005).	  	  The	  items	  for	  all	  versions	  used	  a	  six	  point	  scale	  ranging	  from	  1,	  completely	  untrue	  of	  me,	  to	  6,	  describes	  me	  
perfectly	  (Young,	  2005).	  	  The	  18	  EMSs	  stem	  from	  the	  following	  five	  schema	  domains:	  (a)	  Disconnection	  and	  Rejection-­‐	  abandonment/instability,	  mistrust/abuse,	  emotional	  deprivation,	  defectiveness/shame,	  social	  isolation/alienation;	  (b)	  Impaired	  Autonomy	  and	  Performance-­‐dependency/incompetence,	  vulnerability	  to	  harm	  or	  illness,	  enmeshment/undeveloped	  self,	  and	  failure	  to	  achieve;	  (c)	  Impaired	  Limits-­‐	  entitlement/grandiosity	  and	  insufficient	  self-­‐control/self-­‐discipline;	  (d)	  Other–Directedness-­‐	  subjugation,	  self-­‐sacrifice,	  approval-­‐seeking/recognition-­‐seeking;	  and	  (e)	  Overvigilance	  and	  Inhibition-­‐	  negativity/pessimism,	  emotional	  inhibition,	  unrelenting	  standards/hypercriticalness,	  and	  punitiveness	  (Dobson,	  2010)	  (see	  Appendix	  A,	  Table	  A2).	  	  There	  are	  complications	  with	  comparing	  studies	  that	  use	  different	  YSQ	  versions	  given	  that	  they	  differ	  in	  number	  of	  items	  per	  EMS,	  number	  of	  EMSs,	  and	  some	  have	  slightly	  different	  EMS	  name	  labels.	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YSQ-­‐S3	  Early	  Maladaptive	  Schemas	  (EMSs)	  1.	  Abandonment/Instability	  2.	  Mistrust/Abuse	  3.	  Emotional	  Deprivation	  4.	  Defectiveness/Shame	  5.	  Social	  Isolation/Alienation	  6.	  Dependence/Incompetence	  7.	  Vulnerability	  to	  Harm	  or	  Illness	  8.	  Enmeshment/Undeveloped	  Self	  9.	  Failure	  to	  Achieve	  10.	  Entitlement/Grandiosity	  11.	  Insufficient	  Self-­‐Control/Self-­‐Discipline	  12.	  Subjugation	  13.	  Self-­‐Sacrifice	  14.	  Approval-­‐Seeking/Recognition-­‐Seeking	  15.	  Negativity/Pessimism	  16.	  Emotional	  Inhibition	  17.	  Unrelenting	  Standards/Hypercriticalness	  18.	  Punitiveness	  
Note.	  Adapted	  from	  “Questionnaire	  des	  Schemas	  de	  Young	  (YSQ-­‐S3),”	  by	  Young,	  J.	  E.,	  Pascal,	  B.,	  &	  Cousineau,	  p.,	  2005.	  Copyright	  2005	  by	  Schema	  Therapy	  Institute,	  New	  York,	  NY.	  	  	  	  	   Young’s	  contributions	  painted	  a	  clearer	  portrait	  of	  the	  individuals’	  thought	  patterns.	  	  Martin	  and	  Young	  (Martin	  &	  Young,	  2010,	  p.	  317-­‐318)	  proposed	  that	  since	  then,	  a	  plethora	  of	  psychologists	  report	  favorable	  outcomes	  from	  implementing	  schema	  therapy	  and	  the	  Young	  Schema	  Questionnaire	  as	  a	  therapeutic	  tool	  in	  session.	  	  Beyond	  this	  anecdotal	  data,	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  however,	  there	  remains	  limited	  empirical	  support	  for	  the	  utility	  of	  the	  YSQ.	  Although	  there	  are	  a	  number	  of	  YSQ	  versions	  for	  assessing	  schemas,	  for	  the	  purposes	  of	  this	  study,	  the	  YSQ-­‐S3	  will	  be	  used,	  given	  it	  is	  shorter,	  holds	  nearly	  the	  same	  level	  of	  psychometric	  power	  in	  terms	  of	  reliability	  and	  factor	  strength,	  contains	  factors	  with	  higher	  loadings,	  and	  in	  light	  of	  these	  reasons	  will	  likely	  be	  used	  with	  more	  frequency	  in	  the	  future	  (Soygut,	  Karaosmanoglu,	  &	  Cakir,	  2009).	  Note	  that	  the	  following	  terms	  are	  used	  interchangeably	  throughout	  this	  manuscript:	  YSQ-­‐S3	  subscales,	  YSQ-­‐S3	  scales,	  schema-­‐based	  scales,	  and	  Early	  Maladaptive	  Schemas	  (EMSs).	  	  The	  terms	  normal	  and	  non-­‐clinical	  are	  used	  as	  synonyms	  as	  well.	  In	  2009,	  a	  translated	  version	  of	  the	  90-­‐item	  YSQ-­‐S3	  was	  used	  in	  a	  Turkish	  university	  student	  sample	  (Soygut	  et	  al.,	  2009).	  Results	  indicated	  significantly	  higher	  mean	  schema	  scores	  in	  the	  clinical	  sample,	  in	  comparison	  to	  the	  non-­‐clinical	  one	  (Soygut	  et	  al.,	  2009).	  	  Comparable	  results	  were	  found	  with	  translated	  versions	  of	  the	  90-­‐item	  YSQ-­‐S3	  on	  a	  French-­‐Canadian	  sample	  (Hawke	  &	  Provencher,	  2012),	  on	  the	  90-­‐item	  YSQ-­‐S3	  German	  sample	  (Kriston,	  Schäfer,	  Jacob,	  Härter,	  Hölzel,	  2013)	  and	  on	  the	  90-­‐item	  YSQ-­‐S3	  Danish	  sample	  (Bach,	  Simonsen,	  Christoffersen,	  &	  Kriston,	  2015).	  	  In	  2013	  a	  study	  was	  published	  with	  a	  student	  sample	  (n	  =	  971,	  54%	  female)	  from	  Spain,	  which	  assessed	  the	  relationship	  between	  three	  psychological	  issues:	  depression,	  anxiety,	  and	  hostility,	  and	  the	  90-­‐item	  YSQ-­‐S3	  EMSs	  (Calvete,	  Orue,	  &	  Gonzalez-­‐Diez,	  2013).	  	  More	  specifically	  they	  wanted	  to	  know	  whether	  EMSs	  predicted	  those	  psychological	  issues.	  They	  found	  small	  effect	  sizes	  for	  all	  the	  EMSs	  and	  one	  moderate	  effect	  size	  for	  the	  entitlement	  subscale.	  	  Additionally,	  their	  study	  revealed	  that	  YSQ-­‐S3	  subscales	  together	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  explained	  only	  36%,	  22%,	  and	  21%	  of	  the	  variance	  of	  depression,	  social	  anxiety,	  and	  hostility	  respectively	  (Calvete	  et	  al.,	  2013).	  	  Moreover,	  their	  lack	  of	  a	  severe	  clinical	  sample	  may	  have	  dampened	  their	  effect	  sizes;	  they	  used	  the	  SCL-­‐	  90-­‐R	  and	  the	  Social	  Anxiety	  Questionnaire	  for	  Adults	  (SAQ-­‐A30)	  to	  determine	  normal	  from	  clinical	  participants	  (Calvete	  et	  al.,	  2013).	  	  This	  is	  important	  to	  note	  given	  that	  large	  effect	  sizes	  on	  normative	  data	  may	  not	  translate	  to	  practical	  use	  when	  using	  the	  YSQ-­‐S3	  if	  regression	  analyses	  demonstrate	  YSQ-­‐S3	  has	  low	  rates	  of	  predicting	  psychopathology.	  	  These	  studies	  used	  the	  YSQ-­‐S3	  90	  item	  version;	  there	  are	  two	  studies	  using	  a	  YSQ-­‐S3	  version	  which	  is	  comprised	  of	  a	  different	  number	  of	  items	  using	  a	  Greek	  (Lyrakos,	  2014)	  and	  Romanian	  (Trip,	  2006)	  sample;	  more	  on	  these	  below.	  	  	   In	  2006	  a	  YSQ-­‐S3	  study	  was	  completed	  using	  a	  version	  with	  114	  items	  and	  13	  EMSs	  using	  a	  Romanian	  sample	  (Trip,	  2006).	  	  Although	  their	  goal	  was	  to	  establish	  psychometrics	  properties	  of	  the	  YSQ-­‐S3,	  they	  also	  provided	  comparisons	  between	  subjects	  with	  low and 
high scores for anxiety as a state and trait as categorized by the STAIX1 and STAIX2 for 
measuring the anxiety (Trip, 2006).  Their effect sizes between low and high scores for anxiety 
ranged from .48	  to	  1.04	  (see	  Table	  2	  below),	  10	  were	  moderate	  and	  three	  were	  high	  (Trip,	  2006).	  	  Most	  of	  their	  subscales	  demonstrated	  a	  substantial	  level	  of	  overlap	  between	  their	  non-­‐anxious	  and	  anxious	  groups	  on	  the	  114-­‐item	  YSQ-­‐S3	  (Trip,	  2006).	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Table 2 
Comparison of Subjects on the 114-Item YSQ-S3 with Low and High Scores for Anxiety as a 
State and Trait as Categorized by the STAIX1 and STAIX2 for Measuring the Anxiety	  Schema	   t	   Sig	   m	   s.d.	  Ed	   2.03	   p<.05	   m1	  =	  47.94	  m2	  =	  50.91	   s.d.1	  =	  6.08	  s.d.2	  =	  6.28	  Ab	   2.81	   p<.05	   m1	  =	  47.67	  m2	  =	  51.77	   s.d.1	  =	  5.38	  s.d.2	  =	  6.26	  Ma	   2.59	   p<.05	   m1	  =	  47.26	  m2	  =	  50.95	   s.d.1	  =	  5.46	  s.d.2	  =	  6.10	  Si	   1.98	   p<.05	   m1	  =	  47.82	  m2	  =	  50.75	   s.d.1	  =	  5.56	  s.d.2	  =	  5.90	  Ds	   3.32	   p<.05	   m1	  =	  47.71	  m2	  =	  51.90	   s.d.1	  =	  5.15	  s.d.2	  =	  6.54	  Fa	   3.05	   p<.05	   m1	  =	  47.14	  m2	  =	  52.10	   s.d.1	  =	  4.93	  s.d.2	  =	  7.30	  Ei	   2.28	   p<.05	   m1	  =	  46.53	  m2	  =	  49.90	   s.d.1	  =	  4.41	  s.d.2	  =	  7.08	  As	   3.27	   p<.05	   m1	  =	  46.52	  m2	  =	  51.18	   s.d.1	  =	  4.73	  s.d.2	  =	  6.30	  Np	   3.47	   p<.05	   m1	  =	  45.88	  m2	  =	  52.30	   s.d.1	  =	  5.97	  s.d.2	  =	  6.88	  Pu	   2.14	   p<.05	   m1	  =	  47.13	  m2	  =	  50.50	   s.d.1	  =	  5.67	  s.d.2	  =	  7.08	  Vh	   4.33	   p<.05	   m1	  =	  46.24	  m2	  =	  52.64	   s.d.1	  =	  5.18	  s.d.2	  =	  7.03	  Em	   2.28	   p<.05	   m1	  =	  47.12	  m2	  =	  50.74	   s.d.1	  =	  5.24	  s.d.2	  =	  6.92	  Ss	   2.42	   p<.05	   m1	  =	  47.14	  m2	  =	  50.84	   s.d.1	  =	  4.68	  s.d.2	  =	  6.51	  *m1	  and	  s.d.1	  represents	  the	  average	  and	  the	  standard	  deviation	  of	  the	  sample	  group	  which	  registers	  low	  scores	  at	  the	  schemas	  questionnaire,	  and	  m2	  and	  s.d.2	  represents	  the	  average	  and	  the	  standard	  deviation	  of	  the	  sample	  group	  which	  registers	  high	  scores	  at	  the	  schemas	  questionnaire.	  	  
Note. n = 160 mature adults. Subjects who obtained average scores for each subscale were 
eliminated. Our calculated effect sizes based on their data above are the following: ED: .48; AB: 
.70; MA: .64; SI: .51; DS: .71; FA: .80; EI: .57; AS: .84; NP: 1.00; PU: .53; VH: 1.04; EM: .59; 
SS: .65.  Adapted from, “The Romanian version of Young Schema Questionnaire – Short Form 3 
(YSQ-S3),” by Trip, S., 2006, Journal of Cognitive and Behavioral Psychotherapies, 6, 173-181.  
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  another	  YSQ-­‐S3	  study	  was	  published	  with	  an	  adult	  Greek	  sample	  consisting	  of	  non-­‐patients,	  inpatients,	  and	  outpatients	  from	  private	  and	  public	  psychiatric	  hospitals.	  	  However,	  the	  study	  used	  a	  YSQ-­‐S3	  version	  which	  is	  comprised	  of	  205	  items,	  rather	  than	  90	  items	  (Lyrakos,	  2014).	  	  Consequently,	  comparisons	  between	  the	  results	  of	  this	  study	  and	  those	  of	  other	  YSQ-­‐S3	  90-­‐item	  studies	  are	  not	  recommended	  given	  item	  number	  may	  affect	  the	  test’s	  psychometrics.	  	  The	  study	  provided	  comparisons	  between	  the	  non-­‐patient,	  outpatient,	  and	  inpatient	  Greek	  samples	  on	  the	  18	  EMSs.	  Their	  results	  indicated	  the	  following:	  large	  effect	  sizes	  between	  the	  non-­‐patient	  and	  outpatient	  groups	  on	  all	  EMSs	  except	  for	  self-­‐sacrifice,	  also	  all	  their	  subscales	  were	  significant.	  	  For	  the	  non-­‐patient	  and	  inpatient	  groups	  all	  subscales	  demonstrated	  large	  effect	  sizes,	  and	  all	  were	  significant	  except	  for	  emotional	  inhibition;	  in	  contrast,	  there	  were	  only	  very	  small	  effect	  sizes	  for	  all	  EMSs	  between	  the	  inpatient	  and	  outpatient	  groups	  (Lyrakos,	  2014).	  	  However	  their	  subscales	  also	  appeared	  to	  have	  a	  substantial	  amount	  of	  overlap	  between	  the	  clinical	  and	  normal	  groups	  (Tables	  3,	  4,	  and	  5	  below).	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Greek	  Adult	  Sample	  of	  YSQ-­‐S3	  (205-­‐Items)	  EMSs	  Between	  Non-­‐patient	  and	  Outpatient	  Groups	  No	  Psychopathology	  Vs.	  Outpatient	  Variables	   	   	   Mean	  Difference	   	   p	   	   Cohen’s	  d	  	   	   	   	   	   	   	   	  Emotional	  Deprivation	  	   	   	   7.34	   	   .000	   	   1.05	  	   	   	   	   	   	   	   	  Abandonment	   	   	   9.40	   	   .000	   	   1.23	  	   	   	   	   	   	   	   	  Mistrust	   	   	   9.13	   	   .000	   	   1.28	  	   	   	   	   	   	   	   	  Social	  Isolation	  /	  Alienation	   	   	   6.43	   	   .000	   	   1.12	  	   	   	   	   	   	   	   	  Defectiveness	  /	  Unlovability	   	   	   14.73	   	   .000	   	   2.21	  	   	   	   	   	   	   	   	  Failure	  to	  Achieve	  	   	   	   9.85	   	   .000	   	   1.60	  	   	   	   	   	   	   	   	  Practical	  Incompetence	  /	  Dependence	   	   	   9.79	   	   .000	   	   1.52	  	   	   	   	   	   	   	   	  Vulnerability	  to	  Harm	  and	  Illness	   	   	   6.58	   	   .000	   	   1.07	  	   	   	   	   	   	   	   	  Enmeshment	  	   	   	   9.55	   	   .000	   	   1.45	  	   	   	   	   	   	   	   	  Subjugation	   	   	   9.33	   	   .000	   	   1.40	  	   	   	   	   	   	   	   	  Self-­‐	  Sacrifice	   	   	   1.56	   	   .000	   	   0.27	  	   	   	   	   	   	   	   	  Emotional	  Inhibition	   	   	   4.95	   	   .000	   	   1.42	  	   	   	   	   	   	   	   	  Unrelenting	  Standards	   	   	   2.97	   	   .000	   	   1.00	  	   	   	   	   	   	   	   	  Entitlement	  Superiority	  	   	   	   6.30	   	   .000	   	   0.91	  	   	   	   	   	   	   	   	  Insufficient	  Self	  -­‐	  Control	  /	  Self	  -­‐	  Discipline	  	   	   	   12.23	   	   .000	   	   1.62	  	   	   	   	   	   	   	   	  Admiration	  /	  Recognition	  -­‐	  Seeking	  	   	   	   8.26	   	   .000	   	   1.36	  Table	  3	  continued	  	   	   	   	   	   	   	   	  Pessimism	  /	  Worry	  	   	   	   6.65	   	   .000	   	   1.26	  	   	   	   	   	   	   	   	  Self	  -­‐	  Punitiveness	   	   	   10.13	   	   .000	   	   1.44	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Note.	  n	  =	  679	  (outpatient);	  n	  =	  181	  (no	  psychopathology/non-­‐patient).	  Adapted	  from	  “The	  validity	  of	  Young	  Schema	  Questionnaire	  3rd	  version	  and	  the	  Schema	  Mode	  Inventory	  2nd	  version	  on	  the	  Greek	  population,	  by	  Lyrakos,	  D.	  G.,	  2014,	  Psychology,	  5(5),	  461-­‐477.	  	  	  	  Table	  4	  
 
Greek	  Adult	  Sample	  of	  YSQ-­‐S3	  (205-­‐items)	  EMSs	  Between	  Non-­‐Patient	  and	  Inpatient	  Groups	  No	  Psychopathology	  vs.	  Inpatient	  Variables	  
	   	  
Mean	  Difference	  	   	   p	   Cohen's	  d	   	  	   	   	   	   	   	   	   	  Emotional	  Deprivation	   	   	   6.79	   	   .000	   	  0.97	   	  	   	   	   	   	   	   	   	  Abandonment	   	   	   8.47	   	   .000	   1.09	   	  	   	   	   	   	   	   	   	  Mistrust	   	   	   9.53	   	   .000	   1.25	   	  	   	   	   	   	   	   	   	  Social	  Isolation	  /	  Alienation	   	   	   6.78	   	   .000	   1.06	   	  	   	   	   	   	   	   	   	  Defectiveness	  /	  Unlovability	   	   	   14.17	   	   .000	   2.09	   	  	   	   	   	   	   	   	   	  Failure	  to	  Achieve	   	   	   8.97	   	   .000	   1.05	   	  	   	   	   	   	   	   	   	  Practical	  Incompetence	  /	  Dependence	   	   	   10.11	   	   .000	   1.15	   	  	   	   	   	   	   	   	   	  Vulnerability	  to	  Harm	  and	  Illness	  	   	   	   7.08	   	   .000	   1.29	   	  	   	   	   	   	   	   	   	  Enmeshment	   	   	   10.18	   	   .000	   1.47	   	  	   	   	   	   	   	   	   	  Subjugation	   	   	   9.03	   	   .000	   1.39	   	  	   	   	   	   	   	   	   	  Self	  -­‐	  Sacrifice	   	   	   .595	   	   .000	   .10	   	  	   	   	   	   	   	   	   	  Emotional	  Inhibition	   	   	   3.93	   	   .076	   1.35	   	  Table	  4	  continued	  	   	   	   	   	   	   	   	  Unrelenting	  Standards	  	   	   	   3.09	   	   .000	   1.31	   	  	   	   	   	   	   	   	   	  Entitlement	  Superiority	  	   	   	   7.63	   	   .000	   1.04	   	  	   	   	   	   	   	   	   	  Insufficient	  Self	  -­‐	  Control	  /	  Self	  Discipline	   	   	   12.24	   	   .000	   1.61	   	  	   	   	   	   	   	   	   	  Admiration	  /	  Recognition	  Seeking	  	   	   	   7.70	   	   .000	   1.24	   	  	   	   	   	   	   	   	   	  Pessimism	  /	  Worry	   	   	   5.97	   	   .000	   1.15	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  Self-­‐	  Punitiveness	   	   	   9.13	   	   .000	   1.34	   	  	  
Note.	  n	  =	  581	  (inpatient);	  n	  =	  181	  (no	  psychopathology).	  	  Adapted	  from	  “The	  validity	  of	  Young	  Schema	  Questionnaire	  3rd	  version	  and	  the	  Schema	  Mode	  Inventory	  2nd	  version	  on	  the	  Greek	  population,	  by	  Lyrakos,	  D.	  G.,	  2014,	  Psychology,	  5(5),	  461-­‐477.	  Also,	  p	  values	  are	  incorrectly	  reported	  and	  should	  all	  be	  <	  .001	  except	  for	  the	  non-­‐significant	  value.	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Greek	  Adult	  Sample	  of	  YSQ-­‐S3	  (205-­‐Items)	  EMSs	  Between	  Out-­‐Patient	  and	  Inpatient	  Groups	  Inpatient	  vs.	  Outpatient	  Variables	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  p	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Cohen’s	  d	  Emotional	  Deprivation	   	   	   .226	   	   -­‐0.07	  Abandonment	   	   	   .061	   	   -­‐0.11	  Mistrust	   	   	   .408	   	   0.05	  Social	  Isolation	  /	  Alienation	   	   	   .377	   	   0.05	  Defectiveness	  /	  Unlovability	   	   	   .203	   	   -­‐0.07	  Failure	  to	  Achieve	   	   	   .026	   	   -­‐0.13	  Practical	  Incompetence	  /	  Dependence	   	   	   .446	   	   0.04	  Vulnerability	  to	  Harm	  and	  Illness	  	   	   	   .193	   	   0.07	  Enmeshment	   	   	   .152	   	   0.08	  Subjugation	   	   	   .477	   	   -­‐0.04	  Self	  -­‐	  Sacrifice	   	   	   .009	   	   -­‐0.15	  Emotional	  Inhibition	   	   	   .000	   	   -­‐0.28	  Unrelenting	  Standards	  	   	   	   .462	   	   0.04	  Entitlement	  Superiority	  	   	   	   .004	   	   	  0.17	  Insufficient	  Self	  -­‐	  Control	  /	  Self	  Discipline	   	   	   .974	   	   0.002	  Admiration	  /	  Recognition	  Seeking	  	   	   	   .161	   	   -­‐0.08	  Pessimism	  /	  Worry	   	   	   .043	   	   -­‐0.11	  Self-­‐	  Punitiveness	   	   	   .025	   	   -­‐0.13	  	  
Note.	  n	  =	  581	  (inpatients);	  n	  =	  679	  (outpatients).	  	  Adapted	  from	  “The	  validity	  of	  Young	  Schema	  Questionnaire	  3rd	  version	  and	  the	  Schema	  Mode	  Inventory	  2nd	  version	  on	  the	  Greek	  population,	  by	  Lyrakos,	  D.	  G.,	  2014,	  Psychology,	  5(5),	  461-­‐477.	  	  	  	   Other	  non-­‐U.S.	  samples	  using	  former	  YSQ	  versions	  obtained	  comparable	  results	  (Dindelegan	  &	  Bîrle,	  2012;	  Mauchand,	  Lachenal-­‐Chevallet,	  &	  Cottraux,	  2011;	  Rijkeboer,	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  2006).	  	  However,	  the	  90-­‐item	  YSQ-­‐S3	  has	  a	  different	  number	  of	  EMSs	  and	  items	  per	  EMS	  than	  the	  earlier	  YSQ	  versions:	  SQ,	  YSQ,	  YSQ	  1,	  2,	  and	  3	  long	  and	  short	  forms	  (Hawke	  &	  Provencher,	  2012).	  	  To	  provide	  one	  example,	  the	  90-­‐item	  YSQ-­‐S3	  has	  three	  additional	  schemas	  (approval	  seeking/recognition	  seeking,	  negativity/pessimism,	  and	  punitiveness)	  than	  the	  YSQ-­‐S2,	  thus	  it	  seems	  more	  fitting	  to	  compare	  our	  results	  with	  other	  90-­‐item	  YSQ-­‐S3	  normative	  data	  since	  this	  addition	  could	  affect	  the	  psychometric	  properties	  of	  the	  YSQ-­‐S2	  (Lee,	  Choi,	  Rim,	  Won,	  &	  Lee,	  2015).	  	  Based	  on	  this	  same	  premise,	  we	  decided	  to	  mostly	  limit	  our	  comparisons	  between	  our	  90-­‐item	  YSQ-­‐S3	  results	  and	  that	  of	  others	  using	  the	  same	  version	  and	  item	  number.	  Together,	  these	  results	  (Tables	  6-­‐9,	  Figures	  2	  and	  3	  below)	  suggest	  that	  YSQ	  scores	  generally	  tend	  to	  be	  higher	  among	  clinical	  than	  non-­‐clinical	  samples.	  	  To	  name	  a	  few	  studies,	  in	  terms	  of	  effect	  sizes	  for	  the	  French	  Canadian	  sample,	  six	  scales	  had	  effects	  greater	  than	  or	  equal	  to	  1.0,	  seven	  additional	  scales	  had	  effects	  between	  .50	  and	  .99,	  and	  the	  remaining	  scales	  had	  effects	  of	  .03	  to	  .47	  for	  their	  French-­‐Canadian	  90-­‐item	  YSQ-­‐S3	  (Hawke	  &	  Provencher,	  2012).	  Although	  we	  will	  not	  be	  comparing	  our	  90-­‐item	  YSQ-­‐S3	  results	  with	  those	  of	  other	  YSQ	  versions,	  it	  is	  interesting	  to	  note	  that	  15	  scales	  had	  effect	  sizes	  greater	  than	  1.0	  and	  the	  remaining	  scale	  had	  an	  effect	  size	  of	  .55	  for	  the	  Dutch	  translated	  YSQ	  sample	  (Rijkeboer,	  2006).	  	  Also,	  effect	  sizes	  of	  1.09	  to	  2.23	  were	  obtained	  for	  the	  Romanian	  sample	  using	  a	  translated	  YSQ-­‐S2	  (Dindelegan,	  &	  Bîrle,	  2012).	  	  As	  for	  the	  90-­‐item	  YSQ-­‐S3	  studies,	  there	  were	  significant	  mean	  differences	  between	  the	  clinical	  and	  non-­‐clinical	  Danish	  participants	  (Bach	  et	  al.,	  2015)	  using	  the	  90-­‐item	  YSQ-­‐S3	  with	  very	  small	  to	  marginally	  moderate	  effect	  sizes	  ranging	  from	  .05-­‐.55.	  	  The	  German	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  participants	  (Kriston	  et	  al.,	  2013)	  also	  demonstrated	  significant	  mean	  differences	  between	  clinical	  and	  normal	  participants	  on	  the	  subscales	  of	  the	  90-­‐item	  YSQ-­‐S3;	  however,	  Kriston	  et	  al	  did	  not	  provide	  effect	  sizes.	  	  The	  French-­‐Canadian	  	  study	  (Hawke	  &	  Provencher,	  2012)	  with	  the	  90-­‐item	  YSQ-­‐S3	  demonstrated	  significant	  mean	  differences	  on	  subscales	  between	  the	  normal	  and	  clinical	  groups	  except	  for	  the	  entitlement/grandiosity	  subscale	  and	  Hawke	  and	  Provencher	  obtained	  five	  small	  effect	  sizes,	  five	  moderate,	  and	  eight	  large	  on	  the	  subscales.	  Also,	  no	  marked	  differences	  were	  found	  between	  the	  clinical	  and	  non-­‐clinical	  Danish	  (Bach	  et	  al.,	  2015),	  German	  (Kriston	  et	  al.,	  2013),	  and	  French-­‐Canadian	  (Hawke	  &	  Provencher,	  2012)	  participants	  on	  the	  90	  item-­‐	  YSQ-­‐S3	  samples	  for	  the	  Unrelenting	  Standards/Hypercriticalness	  subscale.	  Additionally,	  there	  were	  no	  significant	  differences	  between	  the	  clinical	  and	  non-­‐clinical	  German	  90-­‐item	  YSQ-­‐S3	  (Kriston	  et	  al.,	  2013)	  samples	  for	  the	  punitiveness	  YSQ	  subscale	  or	  in	  the	  Danish	  90-­‐item	  YSQ-­‐S3	  (Bach	  et	  al.,	  2015)	  samples	  for	  the	  self-­‐sacrifice	  and	  approval-­‐seeking	  subscales.	  	  It	  is	  important	  to	  note	  however,	  that	  none	  of	  these	  studies	  provided	  evidence	  bearing	  on	  whether	  YSQ	  scores	  can	  accurately	  classify	  participants	  into	  normal	  and	  clinically	  distressed	  groups.	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YSQ-­‐S3	  Turkish	  Normal	  and	  Clinical	  Sample:	  University	  Students	  	   Subscale	   	   Group	   	   Mean	   	   SS	   	   	  	  	  t	   	  	  Emotional	  Deprivation	   	  Normal	   	  	   	  	  7.97	   	  	   	  3.18	   	  	   12.88**	   	  	  	  	   	  	   	  	   Clinical	   	  	   15.50	   	  	   3.60	   	  	   	  	   	  	  Failure	   	  	   	  	   Normal	  	   	  	   11.90	   	  	   4.99	   	  	   6.14**	   	  	  	  	   	  	   	  	   Clinical	   	  	   17.10	   	  	   4.93	   	  	   	  	   	  	  Pessimism	   	  	   Normal	  	   	  	   10.20	   	  	   3.81	   	  	   6.80**	   	  	  	  	   	  	   	  	   Clinical	   	  	   15.00	   	  	   4.32	   	  	   	  	   	  	  Social	  Isolation	  /	  Mistrust	   	  Normal	   	  	   	  	  15.40	   	  	   	  6.58	   	  	   	  2.27**	   	  	  	  	   	  	   	  	   Clinical	   	  	   17.70	   	  	   5.12	   	  	   	  	   	  	  Emotional	  Inhibition	   	  	   Normal	   	  	   10.80	   	  	   4.40	   	  	   4.46**	   	  	  	  	   	  	   	  	   Clinical	   	  	   14.10	   	  	   4.37	   	  	   	  	   	  	  Approval	  -­‐	  Seeking	   	  	   Normal	   	  	   17.30	   	  	   5.11	   	  	   1.01	   	  	  	  	   	  	   	  	   Clinical	   	  	   18.10	   	  	   3.95	   	  	   	  	   	  	  Enmeshment	  /	  Dependence	   	  Normal	   	  	   	  	  15.20	   	  	   	  5.34	   	  	   	  16.64**	   	  	  	  	   	  	   	  	   Clinical	   	  	   32.40	   	  	   6.66	   	  	   	  	   	  	  Entitlement/Insufficient	  Self	  -­‐	  Control	   	  Normal	   	  	   	  	  22.80	   	  	   	  7.47	   	  	   	  .15	   	  	  	  	   	  	   	  	   Clinical	   	  	   22.70	   	  	   4.25	   	  	   	  	  	   	  	  Self	  -­‐	  Sacrifice	   	  	   Normal	   	  	   13.50	   	  	   4.57	   	  	   1.82	   	  	  	  	   	  	   	  	   Clinical	   	  	   14.90	   	  	   4.37	   	  	   	  	   	  	  Abandonment	   	  	   Normal	   	  	   	  	  8.79	   	  	   2.89	   	  	   9.04**	   	  	  	  	   	  	   	  	   Clinical	   	  	   13.90	   	  	   3.68	   	  	   	  	   	  	  Punitiveness	   	  	   Normal	   	  	   19.30	   	  	   5.49	   	  	   .03	   	  	  	  	   	  	   	  	   Clinical	   	  	   19.60	   	  	   5.26	   	  	   	  	   	  	  Defectiveness	   	  	   Normal	   	  	   	  	  9.63	   	  	   3.97	   	  	   7.76**	   	  	  	  	   	  	   	  	   Clinical	   	  	   15.20	   	  	   4.33	   	  	   	  	   	  	  Vulnerability	  To	  Harm	   	  Normal	   	  	   	  	  	  	  8.99	   	  	   	  3.51	   	  	   	  	  6.50**	   	  	  	  	   	  	   	  	   Clinical	   	  	   12.80	   	  	   3.23	   	  	   	  	   	  	  Unrelenting	  Standards	   	  Normal	   	  	   	  	  	  	  8.41	   	  	   	  3.50	   	  	   	  	  0.77	   	  	  	  	   	  	   	  	   Clinical	   	  	   	  	  8.85	   	  	   3.17	   	  	   	  	   	  	  	  
Note:	  Non-­‐clinical	  N	  =	  68;	  Clinical	  N	  =	  68.	  Adapted	  from	  “Assessment	  of	  early	  maladaptive	  schemas:	  A	  psychometric	  study	  of	  the	  Turkish	  Young	  Schema	  Questionnaire-­‐Short	  Form-­‐3,	  by	  Soygut	  G.,	  Karaosmanoglu,	  A.,	  &	  Cakir,	  Z.,	  2009,	  Turkish	  Journal	  of	  Psychiatry,	  20,	  75-­‐84.	  **p	  <	  0.01,	  *	  p	  <	  0.05	  .	  	  
NORMING	  THE	  YSQ-­‐S3	   21	  	  Table	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YSQ-­‐S3	  French-­‐Canadian	  Clinical	  and	  Non-­‐Clinical	  Samples:	  University	  Students	  and	  CBT	  Axis	  I	  Clinic	  Patients	  
	   	   	   	  	   Confirmed	  Non	  -­‐	  Clinical	   	   	   Clinical	   	   	   	   	   	   	  Early	  Maladaptive	  Schemas	   	  	   M	  (SD)	   	  	   	  	   M	  (SD)	   	   t	   	   p	   	   d	   	   	   	   	   	   	   	   	   	   	   	   	   	  Emotional	  Deprivation	   	   1.73	  (.90)	   	   	   2.46	  (1.19)	   	   -­‐7.15	   	   <.001	   	   0.79	  	  Abandonment	   	   	   1.96	  (0.86)	   	   	   2.91	  (1.18)	   	   -­‐8.03	   	   <.001	   	   0.99	  	  Mistrust	  /	  Abuse	   	   	   1.83	  (0.79)	   	   	   2.33	  (1.03)	   	   -­‐4.69	   	   <.001	   	   0.59	  	  Social	  Isolation	  /	  Alienation	   	   2.30	  (1.00)	   	   	   3.11	  (1.12)	   	   -­‐7.19	   	   <.001	   	   0.79	  	  Defectiveness	  /	  Shame	   	   1.43	  (0.70)	   	   	   2.25	  (1.14)	   	   -­‐7.77	   	   <.001	   	   1.07	  Failure	   	   	   	   1.65	  (0.79)	   	   	   2.50	  (1.17)	   	   -­‐7.62	   	   <.001	   	   1.00	  Dependence	  /	  Incompetence	   	   1.55	  (0.59)	   	   	   2.23	  (0.89)	   	   -­‐9.33	   	   <.001	   	   1.03	  Vulnerability	  to	  Harm	  or	  Illness	   	   1.68	  (0.68)	   	   	   2.44	  (0.91)	   	   -­‐8.25	   	   <.001	   	   1.02	  Enmeshment	   	   	   1.47	  (0.62)	   	   	   2.09	  (0.84)	   	   -­‐7.27	   	   <.001	   	   0.97	  Subjugation	   	   	   1.75	  (0.67)	   	   	   2.59	  (1.05)	   	   -­‐8.07	   	   <.001	   	   1.07	  Self	  -­‐	  Sacrifice	   	   	   2.93	  (0.97)	   	   	   3.46	  (1.18)	   	   -­‐4.15	   	   <.001	   	   0.53	  Approval	  -­‐	  Seeking	  /	  Recognition	  -­‐	  Seeking	   	   2.49	  (0.83)	   	   	   2.83	  (0.92)	   	   -­‐3.66	   	   <.001	   	   0.40	  	  Entitlement	  /	  Grandiosity	   	   2.47	  (0.78)	   	   	   2.50	  (0.80)	   	   -­‐0.30	   	   .77	   	   0.03	  Insufficient	  Self	  -­‐	  Control	  /	  Self	  Discipline	   	   2.04	  (0.71)	   	   	   2.50	  (0.94)	   	   -­‐5.20	   	   <.001	   	   0.57	  Emotional	  Inhibition	  	   	   	   2.32	  (0.96)	   	   	   2.71	  (1.15)	   	   -­‐3.19	   	   <.001	   	   0.40	  Unrelenting	  Standards	  /	  Hypercriticalness	   	   3.20	  (0.89)	   	   	   3.43	  (0.97)	   	   -­‐2.34	   	   .019	   	   0.26	  Negativity	  /	  Pessimism	   	   1.99	  (0.87)	   	   	   2.93	  (1.12)	   	   -­‐9.05	   	   <.001	   	   1.00	  Punitiveness	   	   	   2.35	  (0.72)	   	   	   2.70	  (0.89)	   	   -­‐4.23	   	   <.001	   	   0.47	  YSQ	  -­‐	  S3	  Total	  Score	   	   	   2.06	  (0.50)	   	   	   2.67	  (0.67)	   	   -­‐8.41	   	   <.001	   	   1.15	  Note.	  Non-­‐clinical	  N	  =	  973;	  Clinical	  N	  =	  96.	  Adapted	  from	  “The	  Canadian	  French	  Young	  Schema	  Questionnaire:	  Confirmatory	  factor	  analysis	  and	  validation	  in	  clinical	  and	  nonclinical	  samples,”	  by	  Hawke	  &	  Provencher,	  2012,	  Canadian	  Journal	  Of	  
Behavioural	  Science/Revue	  Canadienne	  Des	  Sciences	  Du	  Comportement,	  44(1),	  40-­‐49.	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Figure	2.		Descriptive	Statistics	YSQ-S3	Clinical	and	Non-clinical	German	Samples-	Community	Dwellers	and	Psychiatric	Inpatients			
Note.	Non-clinical	N	=	1,150;	Clinical	N	=	30.	Adapted	from	“Reliability	and	validity	of	the	German	Version	of	the	Young	Schema	Questionnaire-Short	Form	3	(YSQ-S3),	by	Kriston,	L.,	Schäfer,	J.,	Jacob,	G.	A.,	Härter,	M.,	&	Hölzel,	L.	P.,	2013,	European	Journal	of	Psychological	
Assessment,	29(3),	205-212.		
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Figure	  3.	  YSQ-­‐S3	  Danish	  Clinical	  and	  Non-­‐clinical	  Samples;	  Community	  Dwellers,	  College	  Students,	  Outpatient	  Psychiatric	  Patients,	  and	  Prison	  Mental	  Health	  Patients	  	  
Note.	  Effect	  sizes	  ranged	  from	  .05	  (entitlement)	  to	  .55	  (mistrust/abused).	  Adapted	  from	  “The	  Young	  Schema	  Questionnaire	  3	  Short	  Form	  (YSQ-­‐S3):	  Psychometric	  Properties	  and	  Association	  With	  Personality	  Disorders	  in	  a	  Danish	  Mixed	  Sample,	  by	  Bach,	  B.,	  Simonsen,	  E.,	  Christoffersen,	  P.,	  &	  Kriston,	  L.,	  2015,	  European	  Journal	  Of	  Psychological	  Assessment.	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YSQ-­‐Original	  Dutch	  Clinical	  and	  Non-­‐Clinical	  Samples;	  Students	  and	  Psychiatric	  Patients	  Original	  subscales	  	  	  
	  
Sample	   t-­‐test	  	  
	  
Non-­‐Clinical	   Clinical	   Non-­‐clinical	  vs	  	  Clinical	  Ni	   M	   SD	   M	   SD	   	  	  	  	  	  t	   	  	  	  	  	  df	   	  	  	  	  p	  Emotional	  deprivation	   9	   1.56	   .75	   3.26	   1.29	   14.84	   276	   <.001	  Abandonment	   18	   1.92	   .61	   3.31	   1.05	   14.90	   272	   <.001	  Mistrust/Abuse	   17	   1.86	   .64	   3.20	   1.03	   14.24	   282	   <.001	  Social	  isolation	   10	   1.92	   .72	   3.50	   1.25	   14.21	   270	   <.001	  Defectiveness/Shame	   15	   1.48	   .42	   2.83	   1.09	   14.90	   215	   <.001	  Social	  undesirability	   9	   1.84	   .52	   2.97	   1.01	   12.81	   219	   <.001	  Failure	  to	  achieve	   9	   1.77	   .56	   3.08	   1.21	   12.70	   237	   <.001	  Dependence/Incompetence	  	   15	   1.74	   .49	   2.97	   1.00	   14.34	   248	   <.001	  Vulnerability	   14	   1.76	   .53	   2.74	   1.00	   11.20	   257	   <.001	  Enmeshment	   11	   1.60	   .57	   2.64	   1.11	   10.80	   256	   <.001	  Subjugation	   10	   1.97	   .58	   3.32	   1.07	   14.37	   263	   <.001	  Self-­‐sacrifice	   17	   2.62	   .62	   3.69	   .92	   12.35	   293	   <.001	  Emotional	  inhibition	   9	   1.72	   .56	   3.27	   1.07	   16.62	   261	   <.001	  Unrelenting	  standards	   16	   2.42	   .69	   3.33	   1.03	   9.31	   291	   <.001	  Entitlement	   11	   2.33	   .57	   2.69	   .74	   5.00	   314	   <.001	  Insufficient	  self-­‐control	  	   15	   2.19	   .62	   3.14	   .96	   10.74	   285	   <.001	  	  
Note.	  Ni	  =	  number	  of	  items;	  M	  =	  mean,	  SD	  =	  standard	  deviation;	  t	  =	  T-­‐value;	  df	  =	  degree	  of	  freedom;	  p	  =	  level	  of	  significance.	  Note:	  Non-­‐clinical	  N	  =	  162;	  Clinical	  N	  =	  172.	  Our	  calculated	  Cohen’s	  d	  values	  based	  on	  their	  YSQ	  subscales	  for	  clinical	  versus	  non-­‐clinical	  data	  are	  the	  following:	  	  ED:	  1.61;	  AB:	  1.62;	  MA:	  1.56;	  SI:	  1.55;	  DS:	  1.63	  SU:	  1.41;	  FA:	  1.39;	  DI:	  1.56;	  VU:	  1.22;	  EN:	  1.18;	  SU:	  1.57;	  SS:	  1.36;	  EI:	  1.82;	  US:	  1.04;	  ET:	  .55;	  IS:	  1.18.	  	  Adapted	  from	  “Multiple	  Group	  Confirmatory	  Factor	  Analysis	  of	  the	  Young	  Schema-­‐Questionnaire	  in	  a	  Dutch	  Clinical	  versus	  Non-­‐clinical	  Population,”	  by	  Rijkeboer,	  M.	  H.,	  2006,	  Cognitive	  
Therapy	  &	  Research,	  30(3),	  263-­‐278.	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YSQ-­‐	  S2	  Romanian	  Non-­‐Clinical	  and	  Clinical	  Samples;	  Individuals	  Lacking	  Mental	  Health	  
Disorders	  and	  Neurology-­‐Psychiatry	  Inpatients	  	  Control	   	  	  Clinical	  Subscales	   M	   SD	   M	   SD	   Cohen’s	  d	  	  Emo	  Dep	   1.67	   .64	   3.34	   1.32	   1.61	   	  	  Abandon	   1.82	   .72	   3.76	   	  1.13	   	  	  	  	  	  2.05	   	   	  MisAbus	  	  	  	  	  	  	  2.22	  	  	  	  	  	  	  .68	   3.50	   1.09	   	  	  	  1.41	  SocialIso	   1.55	   .56	   3.46	   1.26	   1.96	   	  DefSham	   1.41	   .41	   2.93	   	  1.03	   1.94	   	   	  Failure	  	  	  	  	  	  	  	  	  	  1.64	  	  	  	  	  	  	  .62	   3.34	   1.26	   1.71	  DepIncp	  	  	  	  	  	  	  1.59	  	  	  	  	  	  	  	  .59	   3.30	   1.19	   	  	  	  1.74	   	  VulHarIll	  	  	  	  	  	  1.67	  	  	  	  	  	  	  	  .64	   3.34	   	  1.32	   	  	  	  1.82	   	   	  Enmesh	  	  	  	  	  	  	  	  1.74	  	  	  	  	  	  	  .61	   2.99	   1.23	   	  	  	  1.29	  Subjugat	   1.64	   .55	   3.52	   1.06	   2.23	   	  SelfSac	   2.64	   .64	   3.88	   	  1.31	   	  	  	  	  	  1.20	   	   	  EmoInh	  	  	  	  	  	  	  1.72	  	  	  	  	  	  	  	  .69	   3.16	   1.15	   	  	  1.52	  UnreSta	   2.71	   .63	   3.87	   .99	   1.40	   	  Entitlem	   2.38	   .67	   3.25	   	  .91	   1.09	   	  InsufScS	  	  	  	  	  	  	  2.18	  	  	  	  	  	  	  .69	   3.41	   .94	   	  	  1.49	  	  
Note.	  Non-­‐clinical	  N	  =	  92;	  Clinical	  N	  =	  95.	  Adapted	  from	  “The	  Young	  Cognitive	  Schema	  Questionnaire—S2:	  Reliability,	  validity	  indicators	  and	  norms	  in	  a	  Romanian	  clinical	  and	  non-­‐clinical	  population,”	  by	  Dindelegan	  &	  Bîrle,	  2012,	  Journal	  of	  Cognitive	  and	  Behavioral	  
Psychotherapies,	  12(2),	  219-­‐229.	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  knowledge	  there	  were	  only	  two	  studies	  that	  provided	  preliminary	  cutoff	  scores	  for	  the	  YSQ	  subscales	  both	  with	  Romanian	  samples	  (Dindelegan	  &	  Bîrle,	  2012;	  Trip,	  2006).	  	  Given	  Trip’s	  study	  in	  2006	  demonstrated	  a	  considerable	  amount	  of	  overlap	  between	  participants	  categorized	  high	  and	  low	  on	  the	  state	  and	  trait	  anxiety,	  their	  cutoff	  scores	  on	  their	  114-­‐item	  YSQ-­‐S3	  subscales	  is	  questionable;	  they	  did	  not	  provide	  analyses	  to	  support	  these.	  	  The	  second	  study	  (Dindelegan	  &	  Bîrle,	  2012),	  providing	  preliminary	  cutoff	  scores	  on	  their	  75-­‐item	  YSQ-­‐S2	  subscales;	  they	  indicated	  they	  derived	  these	  by	  running	  normality	  tests	  on	  the	  distributions	  and	  grouping	  their	  participants	  into	  quartiles.	  	  Although	  their	  study	  demonstrated	  all	  large	  and	  very	  large	  effect	  sizes	  between	  their	  clinical	  and	  normal	  groups,	  they	  did	  not	  indicate	  any	  regression	  or	  ROC	  analyses	  to	  support	  their	  cutoff	  scores.	  	  However,	  both	  studies	  provided	  preliminary	  cutoff	  scores	  per	  subscale,	  suggesting	  overlap	  between	  the	  subscales.	  To	  date	  there	  exists	  only	  one	  study	  published	  21	  years	  ago	  using	  the	  first	  version	  of	  the	  YSQ,	  referred	  to	  as	  the	  SQ	  in	  its	  long	  form	  with	  a	  U.S.	  sample	  (Schmidt,	  Joiner,	  Young,	  &	  Telch,	  1995).	  	  Results	  of	  Schmidt	  et	  al	  suggested	  that	  participants	  that	  rated	  low	  on	  the	  Personality	  Diagnostic	  Questionnaire-­‐Revised	  (PDQ-­‐R)	  had	  lower	  mean	  schema	  scores	  than	  participants	  that	  rated	  high	  on	  the	  PDQ-­‐R	  (Table	  10	  below;	  Schmidt	  et	  al.,	  1995).	  	  The	  PDQ-­‐R	  is	  a	  questionnaire	  that	  assesses	  for	  pathology	  (Schmidt	  et	  al.,	  1995).	  	  Nevertheless,	  no	  evidence	  of	  ability	  to	  accurately	  classify	  participants	  was	  provided.	  	  In	  addition	  to	  using	  an	  early	  version	  of	  the	  YSQ	  (Schmidt	  et	  al.,	  1995)	  other	  limitations	  included	  a	  small	  clinical	  sample	  size	  and	  the	  use	  of	  a	  psychometrically	  poor	  questionnaire,	  the	  PDQ-­‐R,	  to	  screen	  for	  pathology	  (Schmidt	  et	  al.,	  1995).	  	  Given	  the	  aforementioned	  normative	  studies	  in	  other	  
NORMING	  THE	  YSQ-­‐S3	   27	  	  countries	  with	  more	  recent	  versions	  of	  the	  YSQ,	  the	  lack	  of	  a	  similar	  analysis	  with	  a	  U.S.	  sample,	  this	  study	  provides	  the	  only	  known	  data	  using	  the	  YSQ	  in	  a	  U.S.	  sample.	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SQ	  Mean	  and	  Standard	  Deviation	  Scores	  for	  Subjects	  Scoring	  Low	  and	  High	  on	  the	  PDQ-­‐R,	  with	  U.S.	  University	  Student	  Sample	  	   SQ	  
PDQ-­‐R	   TOT	   INC	   ED	   DEF	   INSC	   MT	   SS	   US	   AB	   EN	   VUL	   DEP	   EI	   FLC	  
Low	   M	   283.6	   13.0	   22.9	   30.9	   39.1	   27.5	   43.3	   42.3	   14.1	   9.2	   12.4	   16.1	   8.3	   4.4	  
(n	  =	  84)	   (SD)	   (53.4)	   (3.4)	   (7.4)	   (7.8)	   (10.7)	   (8.2)	   (11.7)	   (13.3)	   (5.0)	   (3.2)	   (3.5)	   (4.5)	   (3.9)	   (2.2)	  	  High	  	   M	   378.1c	   18.2c	   31.7c	   45.8c	   51.8C	   38.9C	   49.4b	   49.4	   21.4c	   13.4c	   17.2b	   22.5c	   11.1c	   7.2c	  
(n	  =	  79)	   (SD)	   (83.9)	   (8.1)	   (11.6)	   (17.6)	   (13.9)	   (12.8)	   (12.8)	   (14.8)	   (8.9)	   (6.2)	   (6.5)	   (10.1)	   (5.2)	   (4.0)	  
	  
Note.	  (n	  =	  163)a.	  	  aSQ	  =	  Schema	  Questionnaire;	  PDQ	  -­‐	  R	  =	  Personality	  Diagnostic	  Questionnaire	  –	  Revised;	  TOT	  =	  SQ	  summed	  total	  score;	  INC	  =	  Incompetence/Inferiority;	  ED	  =	  Emotional	  Deprivation;	  DEF	  =	  Defectiveness;	  INSC	  =	  Insufficient	  Self-­‐Control;	  MT	  =	  Mistrust;	  SS	  =	  Self-­‐Sacrifice;	  US	  =	  Unrelenting	  Standards;	  AB	  =	  Abandonment;	  EN	  =	  Enmeshment;	  VUL	  =	  Vulnerability;	  DEP	  =	  Dependency;	  EI	  =	  Emotional	  Inhibition;	  FLC	  =	  Fear	  of	  Losing	  Control.	  Our	  calculated	  Cohen’s	  d	  values	  based	  on	  their	  SQ	  subscales	  for	  low	  PDQ-­‐R	  (non-­‐clinical)	  and	  high	  PDQ-­‐R	  (clinical)	  data	  are	  the	  following:	  INC:	  .84;	  ED:	  	  .90;	  DEF:	  1.09;	  INSC:	  1.02;	  MT:	  1.06;	  SS:	  .57;	  US:	  .50;	  AB:	  1.01;	  EN:	  .85;	  VUL:	  .92;	  DEP:	  .82;	  EI:	  .61;	  FLC:	  .87.	  	  Adapted	  from	  “The	  Schema	  Questionnaire:	  Investigation	  of	  psychometric	  properties	  and	  the	  hierarchical	  structure	  of	  a	  measure	  of	  maladaptive	  schemas,”	  by	  Schmidt,	  N.	  B.,	  Joiner,	  T.	  E.,	  Young,	  J.	  E.,	  &	  Telch,	  M.	  J.,	  1995,	  Cognitive	  Therapy	  and	  Research,	  19(3),	  295-­‐321.	  bp	  <	  .01,	  cp	  <	  .01.	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Hypotheses	  Schema	  work	  appears	  to	  be	  a	  suitable	  CBT-­‐based	  treatment	  for	  chronic	  samples	  (Beck,	  1976;	  Beck,	  Freeman,	  et	  al.,	  1990;	  Dobson,	  2010).	  	  Additionally,	  cognitive	  schemas	  considerably	  account	  for	  the	  deepest	  level	  of	  the	  cognitive	  theory	  (Clark	  &	  Beck,	  1999;	  McMinn	  &	  Campbell,	  2007;	  Segal,	  1988).	  	  Therefore,	  providing	  normative	  data	  for	  the	  YSQ-­‐S3	  with	  a	  U.S.	  sample	  seems	  relevant.	  	  In	  light	  of	  that,	  this	  study	  will	  hypothesize	  the	  following:	  	  	  1.	   There	  will	  be	  significant	  mean	  score	  differences	  between	  the	  clinical	  and	  non-­‐clinical	  samples	  on	  all	  YSQ-­‐S3	  schemas,	  except	  Entitlement/Grandiosity	  and	  Unrelenting	  Standards/Hypercriticalness.	  	  	  2.	   The	  clinical	  sample	  will	  have	  a	  higher	  number	  of	  schemas	  active.	  	  An	  additional	  goal	  will	  be	  to	  produce	  preliminary	  cut-­‐off	  scores	  for	  distinguishing	  pathological	  from	  normal	  scores	  for	  the	  schema-­‐based	  scales.	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Chapter	  2	  
Methods	  
Participants	  This	  study	  included	  148	  individuals	  between	  the	  ages	  of	  12-­‐70,	  (n	  =	  69	  male;	  n	  =	  87	  female),	  from	  the	  following	  places:	  George	  Fox	  University	  (GFU)	  undergraduate	  students	  (n	  =	  67)	  taking	  an	  introductory	  to	  psychology	  course,	  GFU	  first	  year	  psychology	  doctoral	  students	  (n	  =	  24)	  with	  no	  prior	  knowledge	  or	  exposure	  to	  the	  YSQ	  or	  schema	  therapy,	  and	  Facebook	  friends	  who	  are	  also	  church	  members	  (n	  =	  66)	  who	  responded	  to	  the	  Survey	  Monkey	  link	  via	  Facebook,	  	  email,	  and	  or	  text	  message,	  were	  recruited	  in	  this	  study.	  	  Participants	  represented	  different	  races	  (n	  =	  3,	  1%	  African	  American/Black;	  n	  =	  1,	  .6%	  American/Indian/Alaska	  Native;	  n	  =	  12,	  7.6%	  Asian	  American/Pacific	  Islander;	  n	  =	  81,	  51.6%	  European	  American;	  n	  =	  13,	  8.3%	  Latino/a;	  n	  =	  13,	  8.3%	  Multiethnic;	  n	  =	  32,	  20.4%	  Other).	  There	  were	  119	  non-­‐clinical	  participants	  and	  22	  clinical.	  Participants	  unable	  to	  read	  and	  understand	  English,	  type,	  those	  who	  had	  an	  Intellectual	  Disability,	  or	  those	  who	  did	  not	  complete	  most	  of	  the	  survey,	  were	  excluded	  from	  participating	  in	  the	  study.	  
Materials	  Materials	  were	  comprised	  of	  four	  parts,	  presented	  in	  the	  following	  order	  via	  Survey	  Monkey.	  These	  included:	  (a)	  informed	  consent,	  (b)	  demographic	  questionnaire,	  (c)	  Patient	  Health	  Questionnaire-­‐9	  (PHQ-­‐9)	  and	  the	  Generalized	  Anxiety	  Disorder-­‐7	  (GAD-­‐7)	  symptom	  checklists,	  and	  (d)	  YSQ-­‐S3.	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  Part	  one,	  the	  informed	  consent	  (see	  Appendix	  A),	  entailed	  a	  brief	  description	  of	  the	  study,	  ensured	  anonymity	  and	  privacy,	  and	  provided	  contact	  information	  of	  this	  writer	  and	  research	  chair	  for	  the	  study.	  	  Part	  two	  comprised	  the	  demographic	  questionnaire	  (see	  Appendix	  A),	  which	  consisted	  of	  eight	  questions	  requesting	  age,	  gender,	  ethnicity,	  race,	  health	  status	  (rating	  from	  very	  poor	  to	  excellent	  on	  a	  5-­‐point	  Likert	  scale),	  number	  of	  psychotropic	  medications	  currently	  taking,	  whether	  currently	  in	  counseling	  or	  mental	  health	  therapy,	  whether	  they	  had	  ever	  received	  counseling	  or	  mental	  health	  therapy,	  and	  the	  level	  of	  importance	  of	  religious	  beliefs	  and	  practices	  (rating	  from	  no	  importance	  to	  
extremely	  important	  on	  a	  7-­‐point	  Likert	  scale).	  	  Items	  four	  to	  seven	  were	  collected	  in	  the	  event	  our	  participants	  did	  not	  endorse	  any	  significant	  depression	  or	  anxiety	  on	  our	  PHQ-­‐9	  and	  GAD-­‐7	  symptom	  checklists.	  Since	  this	  was	  not	  the	  case,	  this	  data	  was	  not	  used	  in	  our	  analyses.	  	  Part	  three,	  the	  PHQ-­‐9	  and	  GAD-­‐7	  (see	  Appendix	  A),	  were	  used	  to	  categorize	  participants	  into	  the	  clinical	  and	  non-­‐clinical	  groups	  (Ruiz	  et	  al.,	  2011).	  	  The	  PHQ-­‐9	  and	  GAD-­‐7	  was	  downloaded	  free	  of	  charge	  and	  permission	  online	  (www.phqscreeners.com/	  overview.aspx),	  increasing	  their	  user	  friendliness	  for	  this	  study.	  	  These	  symptoms	  checklists	  were	  generated	  and	  validated	  from	  two	  medical	  clinic	  samples	  in	  an	  attempt	  to	  quickly	  assess	  for	  depression	  and	  anxiety,	  given	  their	  frequency	  as	  diagnoses	  (Kroenke,	  Spitzer,	  Williams,	  Monahan,	  &	  Lowe,	  2007;	  Spitzer,	  Kroenke,	  &	  Williams,	  1999;	  Spitzer,	  Williams,	  &	  Kroenke,	  2000).	  	  The	  PHQ-­‐9	  and	  GAD-­‐7	  symptom	  scales	  consist	  of	  nine	  and	  seven	  questions	  respectively;	  each	  question	  is	  rated	  on	  a	  4-­‐point	  continuum	  ranging	  from	  
not	  at	  all	  to	  nearly	  every	  day.	  These	  were	  chosen	  given	  their	  accessibility	  for	  widespread	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  use	  and	  strength	  from	  a	  psychometric	  viewpoint,	  to	  discern	  significant	  depression	  and	  anxiety	  respectively	  (Kertz,	  2013;	  Titov,	  2011).	  The	  GAD-­‐7	  has	  shown	  notable	  psychometric	  properties,	  specifically	  in	  a	  primary	  care	  setting	  (Kertz,	  2013;	  Spitzer,	  Kroenke,	  Williams,	  &	  Lowe,	  2006)	  and	  general	  population	  (Löwe	  et	  al.,	  2008).	  	  Additionally,	  the	  GAD-­‐7	  has	  strong	  psychometric	  properties	  in	  a	  psychiatric	  sample,	  with	  excellent	  internal	  consistency	  (Cronbach’s	  a	  =	  0.91;	  Inter-­‐item	  correlations	  ranged	  from	  0.44	  to	  a	  high	  of	  0.88),	  and	  good	  sensitivity	  (83%)	  in	  an	  acute	  psychiatric	  sample	  (Kertz,	  2013).	  	  The	  PHQ-­‐9	  demonstrated	  comparable	  psychometric	  strength	  to	  the	  Beck	  Depression	  Inventory-­‐II	  (BDI-­‐II),	  a	  scale	  that	  assesses	  for	  depression,	  for	  individuals	  who	  meet	  criteria	  for	  depression	  (Titov,	  2011).	  	  PHQ-­‐9	  was	  shown	  to	  have	  strong	  internal	  consistency	  similar	  to	  that	  of	  the	  longer	  BDI-­‐II	  (PHQ-­‐9	  α	  =	  0.74	  and	  0.81;	  BDI-­‐II	  α	  =	  0.87	  and	  0.90	  pre	  and	  post	  treatment	  correspondingly;	  Titov,	  2011).	  	  Given	  the	  PHQ-­‐9	  covers	  
DSM-­‐IV	  criteria	  for	  depression	  (APA,	  1994),	  is	  shorter	  in	  length,	  and	  psychometrically	  similar	  to	  the	  BDI-­‐II,	  it	  was	  the	  chosen	  questionnaire	  to	  measure	  depression	  in	  this	  study	  (Titov,	  2011).	  	  	  Lastly,	  part	  four	  contained	  the	  YSQ-­‐S3	  (Appendix	  A,	  Table	  A1).	  This	  questionnaire	  is	  composed	  of	  90	  six-­‐point	  scale	  questions	  and	  addresses	  18	  EMSs	  (Appendix	  A,	  Table	  A3)	  per	  Dr.	  Jeffrey	  Young.	  	  The	  YSQ	  exists	  in	  many	  versions,	  short	  and	  long	  forms;	  the	  long	  forms	  provide	  further	  detail	  and	  are	  proposed	  to	  be	  beneficial	  in	  providing	  an	  in-­‐depth	  treatment	  plan	  for	  a	  given	  patient	  (Hawke	  &	  Provencher,	  2012).	  	  Given	  the	  purpose	  of	  the	  YSQ	  in	  this	  study	  will	  be	  to	  detect	  maladaptive	  schemas	  that	  distinguish	  the	  clinical	  and	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  non-­‐clinical	  groups,	  the	  short	  version	  of	  the	  YSQ	  is	  an	  appropriate	  fit.	  	  Additionally,	  studies	  suggest	  the	  short	  and	  long	  versions	  are	  comparable	  in	  terms	  of	  psychometric	  strength	  (Stopa,	  Thorne,	  Waters,	  &	  Preston,	  2001),	  suggesting	  the	  YSQ-­‐S3	  may	  become	  more	  commonly	  used	  in	  the	  future.	  
Procedure	  This	  experimenter	  contacted	  GFU’s	  undergraduate	  psychology	  department,	  graduate	  psychology	  department,	  and	  church	  members	  who	  were	  also	  Facebook	  members.	  	  All	  participants	  were	  provided	  a	  link	  to	  Survey	  Monkey	  via	  email,	  Facebook,	  text	  message,	  or	  by	  seeing	  it	  written	  on	  a	  classroom	  white-­‐board,	  to	  partake	  of	  the	  study.	  GFU	  professors	  from	  undergraduate	  introductory	  psychology	  courses	  provided	  research	  participation	  credits	  for	  students	  who	  participated	  in	  this	  study.	  	  Survey	  Monkey	  is	  an	  online	  survey	  software,	  which	  was	  used	  to	  upload	  all	  the	  materials	  participants	  needed	  for	  this	  study,	  with	  the	  exception	  of	  the	  YSQ-­‐S3.	  	  It	  also	  gathered	  and	  archived	  responses,	  which	  were	  subsequently	  imported	  into	  SPSS	  for	  data	  analyses.	  	  The	  YSQ-­‐S3	  was	  provided	  in	  paper	  format	  and	  collected	  or	  shredded	  at	  the	  end.	  	  Participants	  were	  instructed	  to	  not	  write	  their	  YSQ-­‐S3	  responses	  on	  the	  paper	  copy,	  but	  rather	  to	  place	  their	  responses	  on	  the	  90	  blank	  numbered	  spaces	  indicated	  on	  Survey	  Monkey.	  	  	  	  Participation	  consisted	  of	  completing	  four	  parts	  (informed	  consent,	  demographic	  questionnaire,	  PHQ-­‐9	  and	  GAD-­‐7,	  and	  YSQ-­‐S3),	  all	  of	  which	  were	  in	  the	  multiple-­‐choice,	  fill	  in	  the	  blank,	  or	  drop	  down	  menu	  format,	  and	  comprised	  a	  total	  of	  five	  screens	  (screen	  one:	  informed	  consent,	  screen	  two:	  demographics	  and	  PHQ-­‐9	  and	  GAD-­‐7	  symptom	  checklists,	  and	  screens	  three	  to	  five:	  YSQ-­‐S3).	  	  In	  an	  effort	  to	  minimize	  missing	  data,	  participants	  were	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  able	  to	  move	  forward	  or	  backwards	  between	  screens	  to	  fill	  in	  missing	  information	  or	  make	  amendments	  if	  they	  wished	  to	  do	  so	  prior	  to	  exiting	  Survey	  Monkey.	  Additionally,	  parts	  two	  through	  four	  were	  merged	  together	  under	  the	  title,	  “Questionnaire.”	  The	  Questionnaire	  section	  of	  Survey	  Monkey	  comprised	  four	  screens,	  with	  a	  total	  of	  114	  items	  (demographic	  information,	  symptom	  scales,	  and	  YSQ-­‐S3).	  Once	  participants	  clicked	  the	  “done”	  button	  at	  the	  bottom	  of	  screen	  five,	  Survey	  Monkey	  closed	  and	  they	  were	  no	  longer	  able	  to	  access	  the	  survey.	  For	  this	  study,	  PHQ-­‐9	  and	  GAD-­‐7	  raw	  scores	  greater	  than	  or	  equal	  to	  10	  were	  considered	  part	  of	  the	  clinical	  sample.	  	  The	  remaining	  participants	  comprised	  the	  normal	  group.	  	  	  We	  chose	  these	  cutoff	  scores	  based	  on	  research	  recommendations	  due	  to	  their	  high	  psychometric	  sensitivity	  (88%	  PHQ-­‐9;	  89%	  GAD-­‐7)	  and	  specificity	  (88%	  PHQ-­‐9;	  82%	  GAD-­‐7)	  for	  major	  depression	  and	  generalized	  anxiety,	  respectively	  (Kroenke,	  Spitzer,	  &	  Williams,	  2001;	  Kroenke	  et	  al,	  2007;	  Manea,	  Gilbody,	  &	  McMillan,	  2012).	  We	  used	  the	  GAD-­‐7	  and	  PHQ-­‐9	  information	  to	  combine	  results	  from	  these	  symptom	  scales	  in	  order	  to	  create	  an	  index	  of	  degree	  of	  clinical	  engagement	  and	  identity	  (clinical	  versus	  non-­‐clinical).	  	  Given	  that	  the	  Diagnostic	  and	  Statistical	  Manual	  of	  Mental	  Disorders,	  5th	  Edition	  (DSM-­‐V;	  APA,	  2013),	  has	  different	  criteria	  and	  categories	  for	  depression	  and	  anxiety,	  we	  used	  analysis	  of	  variance	  and	  explored	  whether	  schema	  presence	  differed	  in	  these	  four	  groups:	  (a)	  depressed,	  (b)	  anxious,	  (c)	  depressed	  and	  anxious,	  and	  (d)	  non-­‐clinical.	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Chapter	  3	  
Results	  
	  Descriptive	  statistics	  were	  computed	  using	  SPSS	  23.0	  to	  provide	  a	  baseline	  for	  what	  normal	  and	  clinical	  samples	  might	  look	  like	  for	  our	  entire	  sample.	  Of	  157	  participants,	  148	  completed	  the	  entire	  survey.	  	  The	  means	  on	  the	  YSQ	  S3	  scales	  ranged	  from	  1.77	  for	  the	  YSQ-­‐S3	  Emotional	  Deprivation	  subscale,	  to	  3.55	  for	  the	  Unrelenting	  Standards	  subscale	  (see	  Table	  11).	  	  A	  total	  of	  16	  of	  the	  18	  YSQ-­‐S3	  subscales	  showed	  ratios	  of	  Skew/SE	  Skew	  greater	  than	  2.00	  and	  thus	  are	  considered	  significantly	  skewed.	  Only	  Self-­‐Sacrifice	  and	  Insufficient	  Self-­‐Control	  were	  not	  significantly	  skewed.	  In	  addition,	  ten	  of	  the	  subscales	  also	  showed	  Kurtosis/SE	  Kurtosis	  greater	  than	  2.00,	  indicating	  a	  significant	  degree	  of	  Kurtosis	  (see	  Tables	  11	  and	  12).	  	  It	  gradually	  became	  clear	  that	  the	  existing	  literature	  discusses	  the	  notion	  of	  active	  schemas,	  but	  that	  defining	  active	  schemas	  has	  been	  neglected.	  Thus	  testing	  hypothesis	  two	  proved	  problematic.	  However,	  we	  will	  return	  to	  it	  below.	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Entire	  Sample	  Descriptive	  Results	  for	  Anxiety,	  Depression,	  and	  YSQ-­‐S3	  Subscale	  	   Mean	   	  SD	   	  Skew	  	  	  SE	  Skew	  	  	  Skew/SE	  	  	  Kurtosis	  	  	  	  	  	  SE	  Kurtosis	  	  	   Kurtosis/SE	  
Clinical	  Scales	  PHQ-­‐9	   4.59	  	  	  4.35	   1.53	   .20	   7.65	   2.00	   .39	   5.13	  GAD-­‐7	   3.57	  	  	  3.90	   1.70	   .20	   8.50	   3.17	   .39	   8.13	  
YSQ-­‐S3	  Subscales	  EmoDep	   1.77	  	  	  	  .91	   	   1.52	   .20	   7.60	   	   2.33	   .40	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  5.83	  	  AbanInst	   2.14	   1.10	   	   1.21	  	  	  	  	  	  	  .20	  	  	  	  	  	  	  	  	  	  	  	  	  6.05	  	  	  	  	  	  	  	  	  	  	  1.02	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  .40	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  2.55	  	  MistrusA	   2.22	  	  1.03	  	  	  	  	  1.00	  	  	  	  	  	  	  .20	  	  	  	  	  	  	  	  	  	  	  	  	  	  5.00	  	  	  	  	  	  	  	  	  	  	  	  	  	  .36	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  .40	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  0.90	  Soc_i_Al	   	  2.40	  	  1.20	  	  	  	  	  1.00	  	  	  	  	  	  	  .20	  	  	  	  	  	  	  	  	  	  	  	  	  	  5.00	  	  	  	  	  	  	  	  	  	  	  	  	  	  .31	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  .40	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  0.78	  DefectSh	   1.77	  	  	  1.00	  	  	  	  	  1.56	  	  	  	  	  	  	  .20	  	  	  	  	  	  	  	  	  	  	  	  	  	  7.80	  	  	  	  	  	  	  	  	  	  	  2.18	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  .40	   5.45	  FailurA	   2.00	   1.02	   	  1.27	   .20	  	  	  	  	  	  	  	  	  	  	  	  	  6.35	   1.22	   .40	   3.05	  DepInc	   1.71	   	  	  	  	  .81	   1.37	  	  	  	  	  	  	  .20	  	  	   6.85	  	  	  	  	  	  	  	  	  	  	  1.49	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  .40	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  3.73	  VulHI	   1.89	   .89	  	  	  	  	  	  1.07	  	  	  	  	  	  	  .20	  	  	  	  	  	  	  	  	  	  	  	  	  5.35	  	  	  	  	  	  	  	  	  	  	  	  	  .48	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  .40	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  1.20	  EnmUn	   1.78	  	  	  	  	  .88	  	  	  	  	  	  1.23	  	  	  	  	  	  	  .20	  	  	  	  	  	  	  	  	  	  	  	  	  6.15	  	  	  	  	  	  	  	  	  	  	  	  	  .83	   	  	  	  	  	  	  .40	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  2.08	  Subjug	   2.11	  	  	  	  	  .93	  	  	  	  	  	  	  	  .75	  	  	  	  	  	  	  .20	  	  	  	  	  	  	  	  	  	  	  	  	  	  3.75	  	  	  	  	  	  	  	  	  	  	  -­‐.26	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  .40	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  -­‐0.65	  SelfSac	   3.18	  	  	  1.05	  	  	  	  	  	  	  .10	  	  	  	  	  	  	  	  .20	  	  	  	  	  	  	  	  	  	  	  	  	  0.50	  	  	  	  	  	  	  	  	  	  	  	  -­‐.63	   .40	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  -­‐1.58	  EmoInh	   2.39	   1.01	   .76	   .20	  	   3.80	  	  	  	  	  	  	  	  	  	  	  	  	  .51	   .40	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  1.28	  UnreSH	   3.55	  	  	  1.08	   -­‐1.07	   .20	  	  	  	  	  	  	  	  	  	  	  	  	  -­‐5.35	   	  -­‐.54	   .40	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  -­‐1.35	  EntitlGra	   2.45	   .84	  	  	  	  	  	  	  	  	  	  .75	   .20	   3.75	   .84	   .40	   2.10	  InsufSS	   2.31	   .96	  	  	  	  	  	  	  	  	  	  .10	   .20	  	  	  	  	  	  	  	  	  	  	  	  	  0.50	   1.17	   .40	   2.93	  ApsRecs	   2.55	   1.00	   	  	  	  .65	   .20	   3.25	   .02	   .40	   0.05	  NegPes	   2.42	  	  	  1.44	   	  	  	  	  	  .90	   .20	  	  	  	  	  	  	  	  	  	  	  	  	  4.50	   .22	   .40	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  0.55	  Pun	   	  	  	  	  2.50	  	  1.02	  	  	  	  	  	  	  .70	   	  	  	  .20	  	  	  	  	  	  	  	  	  	  	  	  	  3.50	   	  	  	  	  	  	  	  	  	  	  .21	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  .40	   	  	  	  0.53	  
Note.	  n	  =	  148	  (YSQ-­‐S3);	  n	  =	  157	  (PHQ-­‐9	  and	  GAD-­‐7).	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Clinical	  Sample	  Descriptive	  Results	  for	  Anxiety,	  Depression,	  and	  YSQ-­‐S3	  Subscale	  	   Mean	   	  SD	  	  	  	  Skew	  SE	  Skew	   Skew/SE	   Kurtosis	   SE	  Kurtosis	  Kurtosis/SE	  
Clinical	  Scales	  PHQ-­‐9	   15.73	   	  8.96	   	  	  -­‐1.09	   .33	   -­‐3.30	   1.45	   .64	   2.27	  GAD-­‐7	   25.43	   15.22	   -­‐1.00	   .33	   -­‐3.03	   1.30	   .64	   2.03	  
YSQ-­‐S3	  Scales	  EmoDep	   1.98	   1.07	   1.12	   .33	   3.39	   .57	   .66	   .86	  AbanInst	   2.80	   1.35	   .47	   .33	   1.42	   -­‐.74	   .66	   -­‐1.12	  MistrusA	   2.70	   1.16	   .38	   .33	   1.15	   -­‐.42	   .66	   -­‐.64	  Soc_i_Al	   2.91	   1.23	   .40	   .33	   1.21	   -­‐.29	   .66	   -­‐.44	  DefectSh	   2.36	   1.15	   .76	   .33	   2.30	   -­‐.02	   .66	   -­‐.03	  FailurA	   2.47	   1.22	   .75	   .33	   2.27	   -­‐.14	   .66	   -­‐.21	  DepInc	   2.08	   1.00	   .84	   .33	   2.55	   -­‐.10	   .66	   -­‐.15	  VulnHI	   2.25	   1.01	   .48	   .33	   1.45	   -­‐.49	   .66	   -­‐.74	  EnmUn	   2.11	   1.00	   .82	   .33	   2.48	   -­‐.15	   .66	   -­‐.23	  Subjug	   2.50	   1.08	   .23	   .33	   .70	   -­‐1.04	   .66	   -­‐1.58	  SelfSac	   3.36	   .98	   -­‐.18	   .33	   -­‐.55	   -­‐.23	   .66	   -­‐.35	  EmoInh	   2.64	   1.02	   .66	   .33	   2.00	   1.10	   .66	   1.67	  	  UnreSH	   3.76	   1.08	   -­‐.43	   .33	   -­‐1.30	   -­‐.49	   .66	   -­‐.74	  	  EntitlGra	   2.58	   .90	   .90	   .33	   2.73	   1.59	   .66	   2.41	  	  InsufSS	   2.58	   1.02	   .36	   .33	   1.09	   -­‐.48	   .66	   -­‐.73	  	  ApsRecs	   2.98	   1.20	   .19	   .33	   .58	   -­‐.85	   .66	   -­‐1.29	  	  NegPes	   2.98	   1.20	   .23	   .33	   .70	   -­‐.71	   .66	   -­‐1.08	  Pun	   2.80	   1.01	   .07	   .33	   .21	   -­‐.63	   .66	   -­‐.95	  	  
Note.	  n	  =	  51	  (YSQ-­‐S3);	  n	  =	  54	  (PHQ-­‐9	  and	  GAD-­‐7);	  n	  =	  43	  (non-­‐clinical).	  	   A	  one-­‐way	  analyses	  of	  variance	  were	  computed	  to	  examine	  whether	  there	  were	  group	  differences	  on	  each	  of	  the	  YSQ-­‐S3	  subscales	  between	  the	  anxious	  and	  non-­‐clinical	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  groups	  and	  between	  the	  depressed	  and	  non-­‐clinical	  groups.	  	  Results	  demonstrated	  significant	  differences	  on	  all	  YSQ-­‐S3	  subscales	  between	  the	  anxious	  and	  non-­‐clinical	  groups.	  Between	  the	  depressed	  and	  non-­‐clinical	  groups	  all	  but	  four	  YSQ-­‐S3	  subscales	  were	  significant;	  Emotional	  Deprivation,	  Self-­‐Sacrifice,	  Unrelenting	  Standards/Hypercriticalness,	  and	  Entitlement/Grandiosity	  were	  exceptions	  (Table	  13	  below).	  	  Next	  a	  one-­‐way	  analyses	  of	  variance	  were	  computed	  to	  determine	  whether	  there	  were	  group	  differences	  on	  each	  of	  the	  18	  YSQ-­‐S3	  subscales	  (except	  Entitlement/Grandiosity	  and	  Unrelenting	  Standards/Hypercriticalness)	  between	  the	  clinical	  (depressed	  and	  anxious	  together)	  and	  non-­‐clinical	  groups.	  	  	  We	  found	  significant	  mean	  differences	  on	  all	  YSQ-­‐S3	  subscales.	  	  Additionally,	  four	  subscales	  showed	  moderate	  effect	  sizes	  and	  the	  remaining	  14	  subscales	  demonstrated	  large	  effect	  sizes	  (Table	  14	  below).	  	  	  	  Thus	  our	  first	  hypothesis	  was	  supported	  in	  that	  our	  results	  demonstrated	  moderate	  to	  mostly	  large	  effect	  sizes	  on	  the	  subscales	  with	  all	  of	  them	  displaying	  significant	  mean	  differences	  between	  clinical	  and	  non-­‐clinical	  groups.	  	  These	  results	  were	  duplicated	  for	  the	  anxious	  groups,	  but	  only	  on	  12	  of	  18	  subscales	  for	  the	  depressed	  group.	  	  Thus,	  effect	  sizes	  were	  large	  for	  16	  of	  18	  YSQ-­‐S3	  scales	  for	  anxious	  participants,	  12	  of	  18	  for	  depressed	  participants	  and	  14	  of	  18	  for	  the	  clinical	  participants.	  	  As	  expected,	  we	  did	  not	  observe	  significant	  effects	  for	  depressed	  participants	  on	  Unrelenting	  Standards/Hypercriticalness,	  and	  Entitlement/Grandiosity.	  However,	  somewhat	  surprisingly,	  we	  found	  significant	  effects	  for	  these	  scales	  among	  anxious	  and	  clinical	  participants.	  One,	  Unrelenting	  Standards,	  demonstrated	  a	  large	  effect	  size,	  but	  the	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  other,	  Entitlement/Grandiosity,	  fell	  within	  the	  moderate	  range,	  along	  with	  only	  one	  other	  subscale,	  while	  the	  remaining	  16	  EMSs	  demonstrated	  large	  effect	  sizes.	  	  Table	  13	  	  
Analyses	  of	  Variance	  Comparing	  Anxious	  and	  Non-­‐Clinical	  Participants,	  and	  Depressed	  and	  
Non-­‐Clinical	  on	  GAD-­‐7,	  PHQ-­‐9,	  and	  YSQ-­‐S3	  Scales	  	  Anxious	  and	   	   	   	   Depressed	  and	  Non-­‐clinical	   	  	  	   	   	   Non-­‐clinical	  Scale	   	   	   df	  	   f	  	   	  p	  	  	  	  	  Cohen’s	  d	  	   df	  	   	  	  f	  	   	  	  	  	  	  p	  	  	  	  	  	  Cohen’s	  d	  Clinical	  Scales	  GAD-­‐7	   1,143	   202.26	   <.001	   4.00	   	   1,128	   29.85	   <.001	   1.53	   	  PHQ-­‐9	   1,139	   68.09	   <.001	   2.17	   1,128	   181.07	   <.001	  	  	  4.19	  	  YSQ-­‐S3	  EMSs	   	  Emo	  Dep	   	   1,143	  	  	  14.19	   <.001	   	  .87	   	   1,128	   2.51	   .116	   	  .47	  AbanInst	   	   1,143	  	  	  63.18	   	  <.001	  	  	  	  	  2.34	   	   1,128	   27.46	   	  <.001	   	  1.20	  MistrusA	  	  	  	  	  	  	   1,143	   	  39.24	   	  	  <.001	  	  	  	  	  1.94	   	   	   1,128	   23.02	   	  <.001	   	  1.40	  Soc_I_Al	   	   1,143	   34.60	   	  <.001	  	  	  	  	  1.70	   	   	   1,128	   19.78	   	  <.001	   	  1.41	  DefectSh	   	   1,143	   74.97	   <.001	  	  	  	  	  2.14	   	   	   1,128	   16.57	  	   <.001	  	  1.23	  Failure	  	  	  	  	  	  	  	  	   1,143	  	  	  41.26	   <.001	  	  	  	  	  1.57	   	   	   1,128	   28.82	   	  <.001	   	  1.78	  DepInc	  	  	  	  	  	  	  	   1,143	   80.26	   <.001	  	  	  	  	  2.50	   	   1,128	   19.11	   	  <.001	   	  1.20	  VulnHI	  	  	  	  	  	  	   1,143	   52.22	   <.001	  	  	  	  	  2.11	   	   1,128	   23.79	   	  <.001	   	  1.51	  EnmUn	  	  	  	  	  	  	   	   1,143	   17.82	   <.001	  	  	  	  	  1.23	   	   1,128	   32.85	   	  <.001	   	  1.57	  Subjug	   1,143	   29.65	   <.001	  	  	  	  	  1.64	   	   1,128	   30.47	   <.001	  	  1.81	  SelfSac	   1,143	   4.53	   <.001	  	  	  	  	  	  	  .71	   	   1,128	   3.21	   	  .075	   	  .57	  EmoInh	  	  	  	  	  	  	  	   1,143	   10.24	   <.001	  	  	  	  	  	  	  .92	  	   	   1,128	   8.71	   	  .004	   	  1.04	  UnreSH	   1,143	  	   11.98	   <.001	  	  	  	  	  1.09	   	   	   1,128	   .66	   	  .417	   	  .25	  EntitlGra	   1,143	   4.91	   <.001	  	  	  	  	  	  	  	  .65	   	   	   1,128	   .98	   	  .325	   	  .38	  InsufSS	  	  	  	  	  	   	  	   1,143	   16.40	   <.001	  	  	  	  	  1.07	   	   	   1,128	   10.04	   	  .002	   	  1.13	  ApsRecs	   	  	  	  	  1,143	   25.44	   <.001	  	  	  	  	  1.36	  	   	   1,128	   3.85	   	  .052	   	  .57	  NegPes	   	  	  	  	  1,143	   52.95	   <.001	  	  	  	  	  1.36	  	   	   1,128	   14.23	   	  <.001	   	  1.12	  Pun	   1,143	   18.12	   <.001	  	  	  	  	  1.41	  	   	   1,128	   5.62	   	  .019	   	  .75	  Note:	  For	  the	  anxious	  and	  nonclinical	  groups-­‐	  Non-­‐clinical	  n	  =	  133	  and	  Anxious	  n	  =	  12.	  For	  the	  depressed	  and	  non-­‐clinical	  groups-­‐	  Non-­‐clinical	  n=	  119	  and	  depressed	  n=	  11.	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Analyses	  of	  Variance	  Comparing	  Clinical	  and	  Non-­‐Clinical	  Participants	  on	  GAD-­‐7,	  PHQ-­‐9,	  and	  
YSQ-­‐S3	  Scales	  	  Scale	   	   df	   MS	   F	   Sig	   Cohen’s	  d	  Clinical	  Scales	  	  GAD-­‐7	   1,	  139	  	  1074.85	  	  	  141.18	  	  	  <.001	   	  2.11	  	  PHQ-­‐9	   1,	  139	  	  1826.37	  	  	  278.08	  	  	  <.001	   	  3.14	  	  YSQ-­‐S3	  EMSs	  Emo	  Dep	   1,	  139	   6.61	   9.29	   .003	   .64	  AbanInst	   1,	  139	   66.19	   88.46	   <.001	  	   1.90	  MistrusA	   1,	  139	   47.90	   66.23	   <.001	   1.80	  Soc_I_Al	   1,	  139	   49.71	   48.65	   <.001	   1.60	  DefectSh	   1,	  139	   39.25	   66.41	   <.001	   1.59	  Failure	   1,	  139	   44.17	   63.43	   <.001	   1.65	  DepInc	   1,	  139	   32.28	   76.66	   <.001	   1.71	  VulnHI	   1,	  139	   38.40	   72.51	   <.001	   1.85	  EnmUn	   1,	  139	   28.84	   51.93	   .001	   1.52	  Subjug	   1,	  139	   36.66	   60.88	   <.001	   1.81	  SelfSac	   1,	  139	   6.62	   6.56	   .012	   .63	  EmoInh	   1,	  139	   15.03	   16.77	   <.001	   .97	  UnreSH	   1,	  139	   8.73	   8.48	   <.001	   .66	  EntitlGra	   1,	  139	   3.94	   5.83	   <.001	   .58	  InsufSS	   1,	  139	   17.60	   22.53	   <.001	   1.07	  ApsRecs	   1,	  139	   16.78	   19.63	   <.001	   .93	  NegPes	   1,	  139	   51.75	   56.29	   <.001	   1.69	  Pun	   1,	  139	   18.07	   20.03	   <.001	   1.06	  
Note.	  Non-­‐clinical	  n	  =	  119;	  Clinical	  n	  =	  22.	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  Since	  operationally	  defining	  active	  schemas	  proved	  to	  be	  a	  gap	  in	  the	  existing	  literature,	  we	  chose	  to	  perform	  a	  logistic	  regression	  to	  assess	  the	  capacity	  for	  separating	  clinical	  and	  normal	  participants	  on	  the	  YSQ-­‐S3	  schema	  scales.	  	  Efforts	  to	  test	  hypothesis	  two	  were	  less	  successful.	  First,	  logistic	  regressions	  were	  performed	  using	  all	  YSQ-­‐S3	  subscales.	  These	  analyses	  demonstrated	  perfect	  classification,	  (that	  is	  100%)	  for	  anxious	  participants,	  using	  the	  following	  six	  YSQ-­‐S3	  subscales:	  Dependence/Incompetence,	  Defectiveness/Shame,	  Negativity/Pessimism,	  Insufficient	  Self-­‐Control/Self-­‐Discipline,	  Self-­‐Sacrifice,	  and	  Mistrust/Abuse	  (see	  Table	  15	  below).	  	  A	  second	  regression	  found	  that	  only	  Abandonment/Instability,	  Dependence/Incompetence,	  Unrelenting	  Standards/Hypercriticalness,	  and	  Failure	  to	  Achieve	  mattered	  in	  classifying	  depression.	  	  Results	  showed	  97.6%	  accuracy	  for	  the	  non-­‐clinical	  group	  and	  63%	  accuracy	  for	  the	  depressed	  group.	  	  Misses	  were	  37%	  and	  false	  positives	  2.4%	  (Table	  15	  below).	  	  Only	  two	  YSQ-­‐S3	  subscales	  classified	  both	  anxiety	  and	  depression	  occurring	  together:	  Abandonment/Instability	  and	  Dependence/Incompetence.	  	  The	  YSQ-­‐S3	  was	  able	  to	  predict	  only	  63%	  of	  the	  clinical	  with	  37%	  of	  them	  being	  prediction	  misses	  for	  the	  anxious	  and	  depressed	  participants	  (Table	  15	  below).	  	  We	  also	  ran	  regressions	  on	  the	  abandonment	  subscale	  for	  the	  three	  groups,	  clinical	  versus	  non-­‐clinical,	  anxious	  versus	  non-­‐clinical,	  and	  depressed	  versus	  non-­‐clinical.	  	  Results	  indicated	  that	  abandonment	  had	  a	  63%	  miss	  rate	  for	  clinical	  individuals;	  those	  with	  comorbid	  anxiety	  and	  depression.	  	  Results	  demonstrate	  abandonment	  has	  a	  61.5%	  miss	  
NORMING	  THE	  YSQ-­‐S3	   42	  	  rate	  for	  individuals	  with	  anxiety,	  and	  a	  47.4%	  miss	  rate	  in	  predicting	  individuals	  with	  depression.	  	  Since	  Abandonment	  showed	  the	  largest	  effect	  size,	  we	  concluded	  it	  is	  not	  possible	  to	  distinguish	  our	  normal	  and	  clinical	  groups	  based	  on	  the	  individual	  YSQ-­‐S3	  subscales.	  	  	  Therefore,	  we	  were	  unable	  to	  test	  our	  second	  hypothesis	  of	  determining	  whether	  the	  clinical	  group	  would	  have	  a	  higher	  number	  of	  EMSs	  present	  than	  the	  non-­‐clinical,	  given	  that	  our	  clinical	  and	  non-­‐clinical	  samples	  overlapped	  substantially.	  This	  did	  not	  allow	  for	  us	  to	  conduct	  a	  ROC	  analyses	  in	  order	  to	  producing	  preliminary	  cut-­‐off	  scores	  for	  distinguishing	  pathological	  from	  normal	  scores	  for	  the	  schema-­‐derived	  scales	  based	  on	  this	  data.	  	  Thus	  we	  were	  also	  unable	  to	  distinguish	  participants	  with	  active	  or	  present	  schemas	  based	  on	  the	  lack	  of	  cutoff	  scores.	  	  Table	  15	  
Regressions	  on	  Anxious,	  Depressed,	  and	  Anxious	  and	  Depressed	  Together	  Groups	  EMSs	   Anxious	   Depressed	   Anxious	  and	  Depressed	  Dependence/Incompetence	   ü 	   ü 	   ü 	  Defectiveness/Shame	   ü 	   	   	  Negativity/Pessimism	   ü 	   	   	  Self-­‐Sacrifice	   ü 	   	   	  Insufficient	  Self-­‐Control/Self-­‐Discipline	   ü 	   	   	  Abandonment/Instability	   	   ü 	   ü 	  Unrelenting	  Standards/	  Hypercriticalness	   	   ü 	   	  Failure	  to	  Achieve	   	   ü 	   	  Mistrust/Abuse	   ü 	   	   	  Note:	  n	  =	  12	  (anxious);	  n	  =	  11	  (depressed);	  n	  =	  22	  (anxious	  and	  depressed	  comorbidity).	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Chapter	  4	  
Discussion	  
	  	   This	  study	  endeavored	  to	  provide	  normative	  data	  for	  the	  YSQ-­‐S3	  subscales	  with	  cut	  off	  scores,	  identifying	  activated	  schemas	  to	  enhance	  its	  clinical	  use.	  Effect	  sizes	  on	  the	  YSQ-­‐S3	  subscales	  included	  moderate	  effect	  sizes	  for	  four	  subscales,	  including:	  Emotional	  Deprivation,	  Entitlement/Grandiosity,	  Self-­‐Sacrifice,	  and	  Unrelenting	  Standards/	  Hypercriticalness.	  	  Large	  effects	  sizes	  were	  found	  for	  the	  remaining	  14	  YSQ-­‐S3	  subscales,	  including:	  Abandonment/Instability,	  Mistrust/Abuse,	  Defectiveness/Shame,	  Social	  Isolation/Alienation,	  Dependence/Incompetence,	  Vulnerability	  to	  Harm	  or	  Illness,	  Enmeshment/Undeveloped	  Self,	  Failure	  to	  Achieve,	  Insufficient	  Self-­‐Control/Self-­‐Discipline,	  Subjugation,	  Appraisal-­‐Seeking/Recognition-­‐Seeking,	  Negativity/Pessimism,	  Emotional	  Inhibition,	  and	  Punitiveness.	  	  Regarding	  our	  first	  hypothesis,	  the	  effect	  sizes	  between	  the	  clinical	  and	  non-­‐clinical	  groups	  on	  EMSs	  were	  moderate	  to	  mostly	  large.	  	  This	  indicates	  that	  depression	  and	  or	  anxiety	  had	  much	  of	  an	  effect	  on	  participants’	  maladaptive	  schemas.	  	  Thus,	  there	  were	  marked	  differences	  for	  the	  most	  part,	  on	  maladaptive	  schemas	  between	  the	  depressed,	  anxious,	  depressed	  and	  anxious,	  and	  non-­‐clinical	  groups,	  as	  indicated	  by	  the	  mostly	  large	  effect	  sizes	  (Table	  14	  above).	  	  However,	  regression	  analyses	  proved	  these	  effect	  sizes	  to	  demonstrate	  little	  clinical	  use;	  more	  on	  this	  below.	  	  As	  for	  the	  second	  part	  of	  our	  first	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  hypothesis,	  Entitlement/Grandiosity	  has	  demonstrated	  to	  have	  the	  lowest	  scale	  score	  reliability	  across	  multiple	  studies,	  and	  Unrelenting	  Standards/Hypercriticalness	  has	  also	  demonstrated	  among	  the	  lowest	  effect	  size	  and	  significance	  in	  normative	  data	  (Hawke	  &	  Provencher,	  2012;	  Rijkeboer,	  2006;	  Schmidt	  et	  al.,	  1995;	  Soygut	  et	  al.,	  2009).	  	  Thus	  our	  results	  on	  these	  two	  subscales	  corroborate	  with	  that	  of	  other	  studies.	  However,	  given	  our	  regression	  analyses,	  only	  a	  few	  YSQ-­‐S3	  subscales	  were	  able	  to	  predict	  for	  depression,	  anxiety,	  or	  both	  depression	  and	  anxiety.	  	  These	  results	  suggest	  the	  YSQ-­‐S3	  may	  only	  be	  partially	  useful	  in	  predicting	  depression	  and	  anxiety	  according	  to	  our	  sample.	  	  	  This	  data	  illustrates	  that	  although	  we	  have	  mostly	  large	  effect	  sizes	  on	  the	  EMSs,	  there	  is	  enough	  overlap	  on	  the	  distributions	  that	  the	  hit	  rates	  are	  low,	  and	  the	  miss	  rates	  and	  false	  positive	  rates	  are	  high	  in	  the	  YSQ-­‐S3	  subscales’	  ability	  to	  predict	  pathological	  from	  normal	  individuals.	  	  Thus	  the	  YSQ-­‐S3	  doesn’t	  distinguish	  the	  non-­‐clinical	  group	  very	  well.	  	  Therefore	  our	  second	  hypothesis	  that	  the	  clinical	  sample	  would	  have	  a	  higher	  number	  of	  schemas	  active	  than	  the	  non-­‐clinical	  group	  could	  not	  be	  tested	  given	  the	  aforementioned	  above.	  	  Additionally,	  our	  efforts	  to	  classify	  clinical	  participants	  based	  on	  schema	  scores	  in	  order	  to	  provide	  preliminary	  cutoff	  scores	  on	  the	  YSQ-­‐S3	  subscales	  proved	  unsuccessful	  in	  our	  sample.	  	   In	  comparing	  our	  normative	  results	  with	  those	  of	  the	  four	  aforementioned	  90-­‐item	  YSQ-­‐S3	  studies,	  Turkish	  (Soygut	  et	  al.,	  2009),	  French-­‐Canadian	  (Hawke	  &	  Provencher,	  2012),	  German	  (Kriston	  et	  al.,	  2013),	  and	  Danish	  (Bach	  et	  al.,	  2015),	  our	  results	  appear	  to	  be	  overall	  consistent	  with	  theirs	  in	  regards	  to	  significant	  difference	  between	  clinical	  and	  normal	  on	  the	  subscales,	  somewhat	  consistent	  in	  regards	  to	  effect	  sizes,	  and	  overall	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  consistent	  in	  regards	  to	  substantial	  overlap	  between	  clinical	  and	  normal	  groups	  on	  the	  subscales.	  	  Bottom	  line,	  our	  results	  are	  overall	  consistent	  with	  those	  of	  other	  90-­‐item	  YSQ-­‐S3	  normative	  ones.	  	  More	  specifically	  in	  terms	  of	  effect	  sizes	  our	  results	  were	  partially	  consistent	  with	  those	  of	  the	  others	  with	  the	  French-­‐Canadian	  (Hawke	  &	  Provencher,	  2012)	  being	  the	  closest	  to	  ours.	  	  Given	  they	  obtained	  moderate	  and	  large	  effect	  sizes	  and	  we	  obtained	  moderate	  to	  mostly	  large	  effect	  sizes.	  	  It	  is	  noteworthy	  to	  add	  that	  Hawke	  and	  Provencher	  (2012)	  overstated	  the	  magnitude	  of	  difference	  between	  clinical	  and	  non-­‐clinical	  samples	  on	  their	  90-­‐item	  YSQ-­‐S3	  with	  the	  French-­‐Canadian	  sample.	  	  Also,	  their	  medians	  were	  higher	  than	  their	  means,	  indicating	  their	  data	  was	  skewed.	  	  Our	  results	  were	  only	  marginally	  similar	  to	  those	  of	  the	  Danish	  (Bach	  et	  al.,	  2015)	  sample	  given	  both	  ours	  and	  their	  subscales	  contained	  moderate	  effect	  sizes,	  yet	  they	  did	  not	  obtain	  any	  large	  effects	  and	  ours	  were	  mostly	  large.	  It	  is	  unclear	  whether	  our	  results	  are	  consistent	  with	  those	  of	  Turkish	  (Soygut	  et	  al.,	  2009)	  and	  German	  (Kriston	  et	  al.,	  2013)	  samples,	  given	  they	  did	  not	  provide	  effect	  sizes	  or	  regressions	  analyses.	  Additionally,	  our	  regression	  results	  were	  consistent	  with	  those	  of	  the	  Spanish	  90-­‐item	  YSQ-­‐S3	  given	  both	  our	  subscales	  and	  their	  subscales	  demonstrated	  they	  account	  for	  little	  of	  the	  variance	  of	  anxiety	  and	  depression	  (Calvete	  et	  al.,	  2013).	  	  One	  limitation	  here	  is	  that	  both	  of	  our	  studies	  lacked	  a	  severe	  clinical	  group	  for	  which	  the	  YSQ	  was	  originally	  intended	  to	  capture;	  Axis	  1	  and	  2	  disorders	  (Young	  &	  Klosko,	  1994).	  	  In	  particular,	  it	  is	  not	  clear	  whether	  our	  participants	  had	  Axis	  Two	  symptoms.	  	  Therefore,	  from	  a	  practical	  standpoint,	  our	  second	  hypothesis	  remains	  to	  be	  confirmed	  or	  further	  disconfirmed,	  in	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  future	  studies	  with	  the	  90-­‐item	  YSQ-­‐S3	  and	  ROC	  analyses	  conducted	  on	  well-­‐differentiated	  clinical	  and	  non-­‐clinical	  groups.	  Also	  the	  aforementioned	  foreign	  studies,	  with	  the	  exception	  of	  the	  Spanish	  one,	  did	  not	  provide	  regression	  analysis	  results	  for	  us	  to	  compare	  with	  our	  data.	  	   	  	   Nevertheless,	  there	  were	  many	  limiting	  factors	  that	  may	  have	  contributed	  to	  the	  marked	  overlap	  between	  the	  clinical	  and	  non-­‐clinical	  groups	  as	  demonstrated	  in	  our	  regression	  analyses.	  	  Our	  study	  had	  a	  small	  sample	  size,	  especially	  our	  clinical	  group	  (n	  =	  22)	  and	  it	  was	  not	  very	  severe	  (e.g.,	  inpatient,	  outpatient,	  psychiatric	  clinic,	  prison	  mental	  ward).	  	  An	  alternative	  hypothesis	  is	  that	  a	  subgroup	  of	  the	  non-­‐clinical	  may	  have	  some	  activated	  schemas.	  	  Perhaps	  at	  the	  moment	  the	  schemas	  may	  not	  be	  causing	  them	  to	  be	  depressed	  or	  anxious,	  yet	  they	  may	  still	  have	  activated	  schemas	  present.	  	  Ergo,	  meaningful	  comparisons	  were	  troublesome.	  	  	  Also,	  although	  our	  results	  corroborate	  with	  that	  of	  other	  studies,	  all	  YSQ-­‐S3	  studies	  were	  conducted	  on	  foreign	  samples.	  	  Thus	  points	  of	  consideration	  may	  be	  the	  cultural	  difference	  between	  the	  U.S.	  and	  other	  countries.	  	  Also,	  our	  population	  was	  comprised	  of	  English	  speakers	  residing	  in	  the	  United	  States,	  while	  all	  other	  normative	  YSQ-­‐S3	  studies	  involved	  non-­‐English	  speaking	  samples	  (Bach	  et	  al.,	  2015;	  Hawke	  &	  Provencher,	  2012;	  Kriston	  et	  al.,	  2013;	  Soygut	  et	  al.,	  2009).	  	  The	  present	  study	  used	  the	  original	  English	  version	  of	  the	  90-­‐item	  YSQ-­‐S3,	  versus	  90-­‐item	  YSQ-­‐S3	  translations	  used	  by	  other	  normative	  studies	  (Bach	  et	  al.,	  2015;	  Hawke	  &	  Provencher,	  2012;	  Kriston	  et	  al.,	  2013;	  Soygut	  et	  al.,	  2009).	  	  Although	  they	  indicated	  comparable	  psychometric	  strength	  to	  the	  YSQ-­‐S3	  English	  version,	  perhaps	  unknown	  EMS	  information	  was	  lost	  in	  translation	  (Bach	  et	  al.,	  2015;	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  Hawke	  &	  Provencher,	  2012;	  Kriston	  et	  al.,	  2013;	  Soygut	  et	  al.,	  2009).	  	  In	  regards	  to	  studies	  using	  versions	  other	  than	  the	  YSQ-­‐S3	  the	  difference	  in	  item	  number,	  difference	  in	  number	  of	  EMSs,	  and	  in	  number	  of	  items	  per	  EMS	  provided	  substantial	  space	  for	  obtaining	  different	  results	  (Lee	  et	  al.,	  2015).	  	  Our	  study	  had	  other	  limitations.	  	  First,	  the	  YSQ	  was	  meant	  to	  evaluate	  individuals	  struggling	  with	  severe	  and	  enduring	  characterological	  issues	  found	  in	  Axis	  One	  and	  especially	  in	  Axis	  Two	  disorders	  (Young	  &	  Klosko,	  1994).	  However,	  our	  population	  was	  comprised	  of	  undergraduate	  students	  from	  two	  introductory	  psychology	  courses,	  first	  year	  psychology	  doctoral	  students,	  and	  church	  members	  who	  responded	  via	  a	  private	  Facebook	  message,	  text,	  or	  email	  invite.	  	  Therefore,	  the	  clinical	  portion	  of	  our	  sample	  might	  not	  represent	  the	  population	  for	  which	  the	  YSQ-­‐S3	  was	  developed,	  thus	  resulting	  in	  our	  varied	  small	  to	  large	  effect	  sizes.	  	  	  The	  second	  major	  limitation	  stems	  from	  the	  connection	  between	  Schemas	  and	  attachment	  styles.	  	  Dr.	  Young	  et	  al.,’s	  18	  EMSs	  encompass	  five	  schema	  domains	  (Young	  et	  al.,	  2003).	  	  The	  first	  domain	  (disconnection	  and	  rejection	  domain)	  was	  initially	  formulated	  from	  the	  insecure	  attachment	  style	  (Lee	  et	  al.,	  2015;	  McLean,	  Bailey,	  &	  Lumley,	  2014).	  	  Studies	  suggest	  that	  attachment	  avoidance	  and	  anxiety	  are	  affiliated	  with	  all	  EMSs	  under	  the	  disconnection	  and	  rejection	  domain,	  as	  well	  as	  with	  other	  EMSs	  from	  other	  schema	  domains	  (McLean	  et	  al.,	  2014).	  Given	  that	  Dr.	  Young	  originally	  developed	  the	  first	  schema	  domain	  from	  attachment	  concepts	  to	  address	  patients	  struggling	  with	  developing	  secure	  and	  fulfilling	  attachment	  with	  others	  (Young	  et	  al.,	  2003),	  it’s	  not	  surprising	  to	  find	  overlap	  between	  EMSs	  and	  attachment	  theories	  (Lee	  et	  al.,	  2015;	  McLean	  et	  al.,	  2014).	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  phenomenon,	  making	  it	  therefore	  an	  unconscious	  construct	  (Ainsworth	  &	  Marvin,	  1995;	  Bowlby,	  Ainsworth,	  Boston,	  &	  Rosenbluth,	  1956;	  Van	  Rosmalen,	  van	  der	  Horst,	  &	  van	  der	  Veer,	  2016).	  	  An	  analysis	  on	  attachment	  measures	  suggests	  that	  the	  Adult	  Attachment	  Interview	  may	  have	  problems	  in	  accessing	  unconscious	  mental	  constructs	  (Maier,	  Bernier,	  Perkrun,	  Zimmermann,	  &	  Grossmann,	  2004).	  	  In	  light	  of	  the	  above,	  and	  that	  many	  of	  the	  EMSs	  originate	  from	  attachment	  styles	  (Lee	  et	  al.,	  2015;	  McLean	  et	  al.,	  2014),	  then	  perhaps	  EMSs	  also	  stem	  from	  an	  unconscious	  process	  Parting	  from	  this	  premise,	  our	  mostly	  small	  to	  medium	  effect	  sizes,	  only	  two	  being	  large,	  on	  the	  impact	  of	  depression	  and	  anxiety	  on	  EMSs	  may	  be	  fairly	  attributed	  to	  the	  YSQ-­‐S3’s	  inability	  to	  measure	  an	  unconscious	  construct.	  	  Further	  study	  is	  needed	  in	  order	  to	  determine	  if	  EMSs	  are	  a	  partial	  or	  completely	  unconscious	  construct	  and	  whether	  YSQ-­‐S3	  items	  are	  able	  to	  effectively	  target	  unconscious	  processes.	  	  	   There	  are	  a	  few	  clinical	  implications	  from	  our	  study.	  	  First,	  given	  that	  our	  results	  corroborate	  with	  others	  in	  that	  there	  are	  mostly	  large	  effect	  size	  differences	  between	  he	  clinical	  and	  normal	  groups,	  individuals	  falling	  within	  the	  clinical	  group	  may	  benefit	  from	  addressing	  their	  EMSs	  in	  psychotherapy.	  	  Second,	  since	  our	  regression	  results	  suggest	  the	  YSQ-­‐S3	  overall,	  demonstrated	  difficulty	  in	  predicting	  anxiety	  and	  depression,	  it	  may	  be	  that	  participants	  in	  the	  normal	  group	  have	  many	  EMSs	  activated	  yet	  the	  YSQ-­‐S3	  is	  not	  detecting	  them.	  	  Therefore,	  clinicians	  may	  benefit	  from	  being	  aware	  of	  this	  in	  order	  to	  first	  work	  on	  awareness	  building	  with	  clients,	  prior	  to	  engaging	  in	  YSQ-­‐S3	  data	  collection.	  	  Third,	  given	  this	  is	  the	  only	  present	  normative	  YSQ-­‐S3	  data	  with	  a	  U.S.	  sample,	  clinicians	  in	  the	  U.S.	  may	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  profit	  from	  viewing	  YSQ-­‐S3	  patient	  results	  with	  caution	  when	  engaging	  in	  diagnosis	  and	  treatment	  planning.	  	  	  Fourth,	  clients	  may	  be	  better	  served	  by	  exploring	  schemas	  with	  clinicians	  in	  therapy	  together	  in	  order	  to	  unmask	  them	  prior	  to	  completing	  the	  YSQ-­‐S3	  and	  diagnosing	  them	  with	  an	  EMS,	  given	  their	  potential	  unconscious	  attributes.	  	  Fifth,	  these	  results	  are	  helpful	  in	  providing	  clients	  with	  psychoeducation	  on	  YSQ-­‐S3	  results	  in	  order	  for	  them	  to	  also	  read	  them	  with	  precaution	  and	  to	  avoid	  over	  or	  under-­‐pathologizing.	  	  Lastly,	  these	  results	  are	  for	  the	  purpose	  of	  inviting	  clinicians	  to	  assess	  patient	  thought	  patterns	  during	  sessions	  while	  comparing	  them	  with	  YSQ-­‐S3	  results,	  given	  more	  studies	  need	  to	  be	  conducted	  on	  its	  practical	  therapeutic	  utility.	  	  Additionally,	  it	  may	  serve	  the	  client	  well	  to	  complete	  the	  YSQ-­‐S3	  at	  the	  beginning	  of	  therapy,	  and	  at	  the	  end.	  	  This	  would	  demonstrate	  the	  difference	  of	  results	  prior	  and	  post	  awareness	  of	  EMSs,	  and	  further	  demonstrate	  the	  unconscious	  phenomena	  that	  might	  be	  underlying	  many	  of	  the	  YSQ-­‐S3	  subscales	  as	  aforementioned.	  	  	  	  	  
Future	  Directions	  Future	  research	  would	  benefit	  from	  testing	  the	  90-­‐item	  YSQ-­‐S3	  on	  a	  U.S.	  sample,	  with	  severe	  Axis	  One	  and	  Two	  disorders,	  large	  sample	  size,	  and	  capturing	  many	  age	  bands.	  	  Also,	  future	  research	  regression	  analyses	  are	  needed	  in	  order	  to	  determine	  whether	  the	  YSQ-­‐S3	  is	  able	  to	  effectively	  distinguish	  between	  pathological	  and	  normal	  individuals,	  as	  well	  as	  provide	  cutoff	  scores	  on	  the	  subscales.	  Future	  research	  is	  also	  needed	  with	  foreign	  samples	  given	  that	  our	  results	  corroborated	  with	  those	  of	  other	  countries.	  	  Additionally,	  further	  research	  in	  needed	  regarding	  the	  structure	  of	  the	  YSQ-­‐S3	  in	  order	  to	  amend	  it	  in	  a	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  that	  allows	  the	  questionnaire	  to	  distinguish	  between	  normal	  and	  pathological	  individuals	  successfully.	  	  Lastly,	  further	  research	  is	  needed	  in	  the	  realm	  of	  spirituality	  and	  schemas,	  especially	  given	  that	  the	  U.S.	  is	  a	  predominantly	  Christian	  nation	  with	  75.2%	  represented	  as	  of	  December	  2015	  Gallup	  poll;	  81-­‐86%	  of	  individuals	  ages	  50	  and	  up	  identified	  as	  Christian	  (Christianity	  Daily,	  2015).	  	  There	  is	  a	  spirituality	  and	  schemas	  book	  (Cecero,	  2002)	  yet	  nothing	  to	  this	  writer’s	  knowledge	  on	  cultivating	  healthy	  adult	  schemas	  in	  Christ,	  via	  a	  relationship	  with	  God,	  by	  placing	  him	  as	  a	  parental	  figure.	  	  Yet	  there	  are	  many	  studies	  suggesting	  spirituality	  as	  a	  critical	  part	  of	  the	  human	  experience	  (Emmons	  &	  Paloutzian,	  2003).	  	  Furthermore,	  APA	  benchmark	  competencies	  include	  spirituality	  as	  one	  of	  the	  factors	  to	  assess	  for	  in	  therapy	  alongside	  with	  gender,	  race,	  and	  ethnicity,	  to	  name	  a	  few	  (American	  Psychological	  Association,	  2002).	  	  	  When	  religious/spiritual	  factors	  are	  considered,	  a	  mechanism	  of	  change	  would	  be	  entering	  into	  an	  intimate	  relationship	  with	  the	  heavenly	  father,	  God,	  to	  yield	  changes	  in	  thoughts,	  behaviors,	  and	  much	  more	  (Moes	  &	  Tellinghuisen,	  2014,	  pp.	  2,	  12).	  	  The	  indicators	  of	  being	  anchored	  in	  Christ;	  that	  is	  of	  having	  cultivated	  schemas	  in	  Christ,	  would	  be	  the	  following	  symptoms	  found	  in	  Galatians	  5:22-­‐23:	  love,	  joy,	  peace,	  forbearance,	  kindness,	  goodness,	  faithfulness,	  gentleness	  and	  self-­‐control.	  	  This	  author	  will	  state	  three	  reasons	  to	  support	  this.	  	  The	  first	  deals	  with	  the	  concept	  of	  healing	  from	  maladaptive	  schemas	  via	  a	  relationship	  with	  God.	  	  Research	  suggests	  that	  the	  therapeutic	  relationship	  accounts	  for	  most	  of	  the	  variance	  attributed	  to	  change	  in	  the	  client,	  regardless	  of	  the	  therapist’s	  psychological	  orientation	  or	  intervention	  repertoire	  (McMinn	  &	  Campbell,	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  2007; Olivera,	  Braun,	  Gómez	  Penedo.	  &	  Roussos,	  2013).	  	  Second,	  given	  a	  large	  portion	  of	  the	  U.S.	  population	  identifies	  as	  Christian	  (Christianity	  Daily,	  2015),	  it	  would	  make	  sense	  to	  provide	  a	  therapeutic	  toolbox	  tailored	  for	  this	  clientele	  under	  the	  umbrella	  of	  integrative	  psychotherapy.	  	  	  Third,	  Schema	  Therapy	  proposes	  four	  strategies	  for	  change:	  cognitive,	  experiential,	  therapy	  relationship,	  and	  behavioral	  pattern	  breaking	  (Young,	  1990).	  	  The	  end	  goals	  are	  to	  uproot	  EMSs	  cultivated	  during	  childhood	  through	  toxic	  relationships	  with	  parents,	  siblings,	  and	  peers,	  and	  foster	  a	  new	  healthy	  adult	  mode	  (Young,	  1990).	  	  By	  entering	  into	  an	  intimate	  relationship	  with	  God,	  individuals	  would	  be	  given	  the	  opportunity	  to	  change	  their	  maladaptive	  schemas	  through	  a	  healing	  parental	  relationship	  that	  endures	  throughout	  an	  individual’s	  lifetime.	  	  More	  specifically,	  this	  writer	  proposes	  The	  Holy	  Bible	  as	  a	  means	  of	  getting	  to	  know	  Him.	  By	  individuals	  Immersing	  themselves	  in	  scripture	  they	  would	  be	  challenged	  with	  new	  cognitions	  to	  consider,	  experiences	  with	  God	  via	  a	  relationship	  with	  Him,	  and	  a	  change	  in	  behavioral	  patterns	  via	  the	  work	  of	  the	  Holy	  Spirit;	  the	  transformational	  agent	  (Romans	  12:2,	  Titus	  3:5).	  The	  link	  between	  Young	  et	  al.’s	  definition	  of	  schemas	  and	  the	  Bible’s	  definition	  of	  schemas	  in	  Christ	  is	  found	  in	  John	  15:9-­‐11,	  	  As	  the	  Father	  loved	  Me,	  I	  also	  have	  loved	  you;	  abide	  in	  My	  love.	  If	  you	  keep	  My	  commandments,	  you	  will	  abide	  in	  My	  love,	  just	  as	  I	  have	  kept	  My	  Father’s	  commandments	  and	  abide	  in	  His	  love.	  These	  things	  I	  have	  spoken	  to	  you,	  that	  My	  joy	  may	  remain	  in	  you,	  and	  that	  your	  joy	  may	  be	  full	  (New	  King	  James	  Version	  [NKJV]).	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  The	  key	  word	  here	  is	  abide.	  The	  original	  Greek	  translation	  defines	  abide,	  in	  the	  above-­‐mentioned	  verse	  as	  follows:	  “(meno)	  I	  remain,	  abide,	  stay…endure,	  settle,	  to	  indwell,	  to	  be	  in	  close	  and	  settled	  union	  etc.,”	  (Mounce	  &	  Mounce,	  2008).	  	  Young	  et	  al,	  defined	  EMSs	  as	  enduring	  emotional	  patterns	  (Young,	  1990).	  	  This	  author	  proposes	  that	  Christ	  is	  inviting	  His	  readers	  to	  cultivate	  healthy	  schemas	  by	  abiding	  or	  enduring	  in	  Him;	  in	  other	  words	  through	  entering	  into	  an	  intimate	  relationship	  with	  Him.	  	  Through	  the	  process	  of	  entering	  into	  this	  intimate	  relationship	  with	  a	  parental	  figure	  whose	  character	  is	  defined	  as	  being	  “love,”	  (NKJV,	  1John	  4:8),	  individuals’	  enduring	  maladaptive	  patterns	  (emotional,	  behavioral,	  cognitive,	  and	  motivational)	  would	  be	  uprooted	  and	  new	  healthy	  schemas	  would	  be	  cultivated.	  	  These	  new	  schemas	  would	  be	  titled,	  “Schemas	  in	  Christ”	  (SC).	  In	  closing	  the	  present	  study	  found	  significant	  differences	  between	  clinical	  and	  non-­‐clinical	  groups	  on	  all	  EMSs,	  with	  moderate	  to	  mostly	  large	  effect	  sizes,	  yet	  overall	  substantial	  overlap	  between	  the	  two	  groups.	  	  However,	  the	  subscales	  can	  be	  teased	  apart	  on	  some	  of	  the	  schemas.	  	  Ergo,	  we	  were	  unable	  to	  determine	  cut	  off	  scores	  for	  90-­‐item	  YSQ-­‐S3	  subscales.	  	  These	  results	  may	  be	  accredited	  to	  the	  aforementioned	  limitations	  to	  our	  study.	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Appendix	  A	  
Supplemental	  Data	  
Informed	  Consent	  The	  purpose	  of	  this	  research	  study	  is	  to	  provide	  normative	  U.S.	  information	  for	  a	  questionnaire	  that	  will	  remain	  unnamed	  until	  post	  data	  collection.	  	  	  Your	  participation	  will	  help	  make	  meaning	  of	  the	  questionnaire’s	  scores,	  in	  order	  to	  further	  inform	  clinical	  implications	  for	  psychologists	  using	  this	  questionnaire.	  	  The	  expected	  duration	  is	  15-­‐20	  minutes.	  	  You	  will	  be	  asked	  to	  complete	  a	  questionnaire	  consisting	  of	  demographic	  and	  personal	  information	  about	  yourself.	  	  You	  will	  be	  able	  to	  move	  to	  previous	  screens	  to	  fill	  in	  missing	  information	  if	  you	  wish.	  If	  you	  are	  an	  undergraduate	  psychology	  student	  and	  would	  like	  psychology	  research	  course	  credit	  for	  your	  class,	  we	  will	  use	  the	  honor	  system.	  Upon	  completion	  of	  the	  questionnaire,	  simply	  notify	  your	  psychology	  professor	  that	  you	  have	  participated	  in	  the	  study.	  	  This	  is	  in	  order	  to	  ensure	  your	  privacy,	  anonymity,	  and	  confidentiality.	  	  This	  study	  is	  for	  my	  psychology	  doctoral	  dissertation	  and	  results	  may	  or	  may	  not	  be	  published.	  	  If	  you	  have	  any	  questions	  you	  may	  contact	  my	  research	  chair,	  Dr.	  Roger	  Bufford	  (rbufford@georgefox.edu),	  or	  me	  (edifrancisco11@georgefox.edu).	  	  By	  proceeding	  to	  the	  next	  screen	  you	  are	  consenting	  to	  participate	  in	  this	  study.	  	  Thank	  you	  so	  much	  for	  your	  participation!	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Demographics	  Questionnaire	  Please	  respond	  to	  the	  following	  questions	  to	  the	  best	  of	  your	  ability:	  1.	  Age:	  	  2.	  Gender:	  	  M/F	  3.	  Ethnicity/race:	   African	  American/Black	  American	  Indian/	  Alaska	  Native	  Asian	  American/Pacific	  Islander	  European	  American	  Latino/a	  Multiethnic	  Other	  4.	  Health	  Status:	  1=	  very	  poor,	  2=	  somewhat	  poor,	  3=	  average,	  4=	  good,	  5=	  excellent	  5.	  Number	  of	  psychotropic	  medications	  you	  are	  currently	  taking:	  	  6.	  Are	  you	  currently	  in	  counseling	  or	  mental	  health	  therapy?	  Yes/No	  7.	  Have	  you	  ever	  received	  counseling	  or	  mental	  health	  therapy?	  Yes/No	  8.	  How	  important	  are	  your	  religious	  beliefs	  and	  practices?	  No	  importance;	  	   	   	   	   	   	  	  	  	  	  	  	  Extremely	  important;	  have	  no	  religion	   	   	   	   	   	  	  	  	  	  	  	  religious	  faith	  is	  the	  center	  of	  my	  life	  	  	  1	   	   2	   	   3	   	   4	   	   5	   	   6	   	   7	  	  
	  
NORMING	  THE	  YSQ-­‐S3	   64	  	  
PHQ-­‐9	  Patient	  Health	  Questionnaire	  (PHQ-­‐9)	  	  Over	  the	  last	  2	  weeks,	  how	  often	  have	  you	  been	  bothered	  by	  any	  of	  the	  following	  problems?	  (Circle	  to	  indicate	  your	  answer)	  	   	   	   	   	   	   	   	   	   	  	  	  	  	  More	  than	   	  Nearly	  	   	   	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Not	  at	  all	  	   	  Several	  	  	  	  	  half	  the	   	  	  every	  	   	   	   	   	   	   	   	   	  	  	  days	   	  	  	  	  	  	  	  	  	  days	  	   	  	  	  day	  	   	  	  	  	  	  	  	  	   	   	   	  	  	  	  	  	   	  1.	  	  Little	  interest	  or	  pleasure	  in	  doing	  	   	  	  	  	  	  	  	  	  	  	  	  	  0	   	  	  	  	  	  1	   	   2	   	  	  	  	  	  	  3	  things	   	    	    	   	    	   	    	  	  2.	  	  Feeling	  down,	  depressed,	  or	  hopeless	   	  	  	  	  	  	  	  	  	  	  	  	  0	   	  	  	  	  	  1	   	   2	   	  	  	  	  	  	  3 	   	    	   	    	  3.	  	  Trouble	  falling/staying	  asleep,	  sleeping	  	  	  	  	  	  	  	  	  	  	  	  0	   	  	  	  	  	  1	   	   2	   	  	  	  	  	  	  3	  too	  much.	    	    	   	    	   	    	  	  4.	  	  Feeling	  tired	  or	  having	  little	  energy.	   	  	  	  	  	  	  	  	  	  	  	  	  0	   	  	  	  	  	  1	   	   2	   	  	  	  	  	  	  3	   	    	   	    	   	    	  5.	  	  Poor	  appetite	  or	  overeating.	   	  	  0	   	  	  	  	  	  1	   	   2	   	  	  	  	  	  	  3	  	   	  	  	  	  	  	    	  6.	  	  Feeling	  bad	  about	  yourself	  –	  or	  that	  you	  	  	  	  	  	  	  	  	  	  	  0	   	  	  	  	  	  1	   	   2	   	  	  	  	  	  	  3	  	  	  	  	  	  are	  a	  failure	  or	  have	  let	  yourself	  or	  your	  	   	  	  family	  down.	  	  7.	  	  Trouble	  concentrating	  on	  things,	  such	  as	  	  	  	  	  	  	  	  	  	  0	   	  	  	  	  	  1	   	  	  	  	  	  	  	  	  	  	  	  	  	  2	   	  	  	  	  	  	  3	  reading	  the	  newspaper	  or	  watching	  	  television.	  	  8.	  	  Moving	  or	  speaking	  so	  slowly	  that	  other	  	  	  	  	  	  	  	  	  	  0	   	  	  	  	  	  1	   	   2	   	  	  	  	  	  	  3	  	  	  	  	  	  	  	  people	  could	  have	  noticed.	  	  Or	  the	  opposite	  	  	  	  	  	  –	  being	  so	  fidgety	  or	  restless	  that	  you	  have	  	  	  	  	  	  been	  moving	  around	  a	  lot	  more	  than	  usual.	  	  9.	  	  Thoughts	  that	  you	  would	  be	  better	  off	  dead	  	  	  0	  	   	  	  	  	  	  1	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  2	   	  	  	  	  	  	  3	  	  	  	  	  	  or	  of	  hurting	  yourself	  in	  some	  way.	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Generalized	  Anxiety	  Disorder	  Measure-­‐	  GAD-­‐7	  
                                    	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Column	  totals:	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  ___	  	  	  	  	  +	  	  	  	  	  ___	  	  	  	  	  	  +	  	  	  ___	  	  	  	  	  +	  	  	  	  	  	  	  	  ___	  	  	  	  	  
	  
	  	  	  	  
=	  	  	  Total	  Score	  _____	  	  	  	  	  From	  the	  Primary	  Care	  Evaluation	  of	  Mental	  Disorders	  Patient	  Health	  Questionnaire	  (PRIME-­‐MD	  PHQ).	  The	  PHQ	  was	  developed	  by	  Drs.	  Robert	  L.	  Spitzer,	  Janet	  B.W.	  Williams,	  Kurt	  Kroenke	  and	  colleagues.	  For	  research	  information,	  contact	  Dr.	  Spitzer	  at	  rls8@columbia.edu.	  PRIME-­‐MD®	  is	  a	  trademark	  of	  Pfizer	  Inc.	  Copyright©	  1999	  Pfizer	  Inc.	  All	  rights	  reserved.	  Reproduced	  with	  permission	  
	   	  
	  	  Over	  the	  last	  2	  weeks,	  how	  often	  have	  you	  	  	  been	  bothered	  by	  the	  following	  problems?	  
	  	  	  	  (Use	  “ ”	  to	  indicate	  your	  answer”)	  
Not	  	  at	  all	   Several	  days	   More	  than	  half	  the	  days	   Nearly	  every	  day	  1.	  	  Feeling	  nervous,	  anxious	  or	  on	  edge	   0	   1	   2	   3	  
2.	  	  Not	  being	  able	  to	  stop	  or	  control	  worrying	   0	   1	   2	   3	  
3.	  	  Worrying	  too	  much	  about	  different	  things	   0	   1	   2	   3	  
4.	  	  Trouble	  relaxing	   0	   1	   2	   3	  
5.	  	  Being	  so	  restless	  that	  it	  is	  hard	  to	  sit	  still	   0	   1	   2	   3	  
6.	  	  Becoming	  easily	  annoyed	  or	  irritable	   0	   1	   2	   3	  
7.	  	  Feeling	  afraid	  as	  if	  something	  awful	  	  	  might	  happen	   0	   1	   2	   3	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Table	  A1:	  Young	  Schema	  Questionnaire	  –	  short	  version	  
	   YSQ	  –	  S3	  Jeffrey	  Young	  Ph.D.	  
	  
	   Name___________________________________________________________	   	  Date_______________________	  	  
INSTRUCTIONS	  	  Listed	  below	  are	  statements	  that	  people	  might	  use	  to	  describe	  themselves.	  	  Please	  read	  each	  statement,	  then	  rate	  it	  based	  on	  how	  accurately	  it	  fits	  you	  over	  the	  past	  year.	  	  When	  you	  are	  not	  sure,	  base	  your	  answer	  on	  what	  you	  emotionally	  feel,	  not	  on	  what	  you	  think	  to	  be	  true.	  	  	  
A	  few	  of	  the	  items	  ask	  about	  your	  relationships	  with	  your	  parents	  or	  romantic	  partners.	  If	  any	  
of	  these	  people	  have	  died,	  please	  answer	  these	  items	  based	  on	  your	  relationships	  while	  they	  
were	  alive.	  	  If	  you	  do	  not	  currently	  have	  a	  partner	  but	  had	  partners	  in	  the	  past,	  please	  answer	  
the	  item	  based	  on	  your	  most	  recent	  significant	  romantic	  partner.	  	  Choose	  the	  highest	  score	  from	  1	  to	  6	  on	  the	  rating	  scale	  below	  that	  best	  describes	  you,	  then	  write	  your	  answer	  in	  the	  block	  on	  the	  right	  of	  each	  statement.	  	  	  
RATING	  SCALE	  	  	  	  1	  	  =	  	  Completely	  untrue	  of	  me	   	   4	  	  =	  	  Moderately	  true	  of	  me	  	  	  	  2	  	  =	  	  Mostly	  untrue	  of	  me	   	   	   5	  	  =	  	  Mostly	  true	  of	  me	  	  	  	  3	  	  =	  	  Slightly	  more	  true	  than	  untrue	   6	  	  =	  	  Describes	  me	  perfectly	  	   1_____	   I	  haven't	  had	  someone	  to	  nurture	  me,	  share	  him/herself	  with	  me,	  or	  care	  deeply	  about	  everything	  that	  happens	  to	  me.	   	  2_____	   I	  find	  myself	  clinging	  to	  people	  I'm	  close	  to	  because	  I	  am	  afraid	  they’ll	  leave	  me.	  	   	  3_____	   I	  feel	  that	  people	  will	  take	  advantage	  of	  me.	  	   	  4_____	   I	  don't	  fit	  in.	  	   	  
NORMING	  THE	  YSQ-­‐S3	   67	  	  5_____	   No	  man/woman	  I	  desire	  could	  love	  me	  once	  he	  or	  she	  saw	  my	  defects.	  	   	  6_____	   Almost	  nothing	  I	  do	  at	  work	  (or	  school)	  is	  as	  good	  as	  other	  people	  can	  do.	  	   	  7_____	   I	  do	  not	  feel	  capable	  of	  getting	  by	  on	  my	  own	  in	  everyday	  life.	  	   	  8_____	   I	  can't	  seem	  to	  escape	  the	  feeling	  that	  something	  bad	  is	  about	  to	  happen.	  	   	  	   9_____	   I	  have	  not	  been	  able	  to	  separate	  myself	  from	  my	  parent(s)	  the	  way	  other	  people	  my	  age	  seem	  to	  do.	   	  10____	   I	  think	  that	  if	  I	  do	  what	  I	  want,	  I'm	  only	  asking	  for	  trouble.	  	   	  	  	  11____	   	  I’m	  the	  one	  who	  usually	  ends	  up	  taking	  care	  of	  the	  people	  I’m	  close	  to	   	  	  	  12____	   	  I	  am	  too	  self-­‐conscious	  to	  show	  positive	  feelings	  to	  others	  (e.g.	  affection,	  showing	  I	  care)	   	  	  	  13	  ____	   	  I	  must	  be	  the	  best	  at	  most	  of	  what	  I	  do;	  I	  can't	  accept	  second	  best	   	  	  	  14	  ____	   	  I	  have	  a	  lot	  of	  trouble	  accepting	  "no"	  for	  an	  answer	  when	  I	  want	  something	  from	  other	  people	   	  	  15____	   	  I	  can't	  seem	  to	  discipline	  myself	  to	  complete	  routine	  or	  boring	  tasks	   	  	  	  16____	   	  Having	  money	  and	  knowing	  important	  people	  make	  me	  feel	  worthwhile	   	  	  17____	   	  Even	  when	  things	  seem	  to	  be	  going	  well,	  I	  feel	  that	  it	  is	  only	  temporary	   	  	  18____	   	  If	  I	  make	  a	  mistake,	  I	  deserve	  to	  be	  punished	   	  	  19____	   	  I	  don’t	  have	  people	  to	  give	  me	  warmth,	  holding	  and	  affection	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  20____	   	  I	  need	  other	  people	  so	  much	  that	  I	  worry	  about	  losing	  them	   	  	  21____	   	  I	  feel	  that	  I	  cannot	  let	  my	  guard	  down	  in	  the	  presence	  of	  other	  people,	  or	  else	  they	  will	  intentionally	  hurt	  me	   	  	  22____	   	  I'm	  fundamentally	  different	  from	  other	  people	   	  	  23____	   	  No	  one	  I	  desire	  would	  want	  to	  stay	  close	  to	  me	  if	  he	  or	  she	  knew	  the	  real	  me	   	  	  24____	   	  I'm	  incompetent	  when	  it	  comes	  to	  achievement	   	  	  25____	   	  I	  think	  of	  myself	  as	  a	  dependent	  person	  when	  it	  comes	  to	  everyday	  functioning	   	  	  26____	   	  I	  feel	  that	  a	  disaster	  (natural,	  criminal,	  financial,	  or	  medical)	  could	  strike	  at	  any	  moment	   	  	  27____	   	  My	  parent(s)	  and	  I	  tend	  to	  be	  overinvolved	  in	  each	  other’s	  lives	  and	  problems	   	  	  28____	   	  I	  feel	  I	  have	  no	  choice	  but	  to	  give	  in	  to	  other	  peoples'	  wishes,	  or	  else	  they	  will	  retaliate	  or	  reject	  me	  in	  some	  way	   	  	  29____	   	  I	  am	  a	  good	  person	  because	  I	  think	  of	  others	  more	  than	  of	  myself	   	  	  30____	   	  I	  find	  it	  embarrassing	  to	  express	  my	  feelings	  to	  others	   	  	  31____	   	  I	  try	  to	  do	  my	  best;	  I	  can't	  settle	  for	  "good	  enough"	   	  	  32____	   	  I'm	  special	  and	  shouldn't	  have	  to	  accept	  many	  of	  the	  restrictions	  placed	  on	  other	  people	   	  33____	   If	  I	  can’t	  reach	  a	  goal,	  I	  become	  easily	  frustrated	  and	  give	  up	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  34____	   	  Accomplishments	  are	  most	  valuable	  to	  me	  if	  other	  people	  notice	  them	   	  	  35____	   	  If	  something	  good	  happens,	  I	  worry	  that	  something	  bad	  is	  likely	  to	  follow	   	  	  	  36____	   	  If	  I	  don’t	  try	  my	  hardest,	  I	  should	  expect	  to	  lose	  out	   	  	  37____	   	  I	  haven't	  felt	  that	  I	  am	  special	  to	  someone	   	  	  38____	   	  I	  worry	  that	  people	  I	  feel	  close	  to	  will	  leave	  me	  or	  abandon	  me	   	  	  39____	   	  It	  is	  only	  a	  matter	  of	  time	  before	  someone	  betrays	  me	   	  	  40____	   	  I	  don't	  belong;	  I'm	  a	  loner	   	  	  41____	   	  I'm	  unworthy	  of	  the	  love,	  attention	  and	  respect	  of	  others	   	  	  42____	   	  Most	  other	  people	  are	  more	  capable	  than	  I	  am	  in	  areas	  of	  work	  and	  achievement	   	  	  43____	   	  I	  lack	  common	  sense	   	  	  44____	   	  I	  worry	  about	  being	  physically	  attacked	  by	  people	   	  	  45____	   It	  is	  very	  difficult	  for	  my	  parent(s)	  and	  me	  to	  keep	  intimate	  details	  from	  each	  other,	  without	  feeling	  betrayed	  or	  guilty	  	   	  	  46____	   	  In	  relationships,	  I	  usually	  let	  the	  other	  person	  have	  the	  upper	  hand	  	  47____	   	  I	  am	  so	  busy	  doing	  for	  the	  people	  that	  I	  care	  about	  that	  I	  have	  little	  time	  for	  myself	  	  48____	   	  I	  find	  it	  hard	  to	  be	  free-­‐spirited	  and	  spontaneous	  around	  people	  49____	   I	  must	  meet	  all	  my	  responsibilities	  
NORMING	  THE	  YSQ-­‐S3	   70	  	  	  50____	   	  I	  hate	  to	  be	  constrained	  or	  kept	  from	  doing	  what	  I	  want	  	  51____	   	  I	  have	  a	  very	  difficult	  time	  sacrificing	  immediate	  gratification	  or	  pleasure	  to	  achieve	  a	  long-­‐range	  goal	  	  52____	   	  Unless	  I	  get	  a	  lot	  of	  attention	  from	  others,	  I	  feel	  less	  important	  	  53____	   	  You	  can’t	  be	  too	  careful.	  	  Something	  will	  always	  go	  wrong	  	  54____	   	  If	  I	  don’t	  do	  the	  job	  right	  I	  should	  suffer	  the	  consequences	  	  55____	   	  I	  have	  not	  had	  someone	  who	  really	  listens	  to	  me,	  understands	  me	  or	  is	  tuned	  into	  my	  true	  needs	  and	  feelings	  	  56____	   	  When	  someone	  I	  care	  for	  seems	  to	  be	  pulling	  away	  or	  withdrawing	  from	  me,	  I	  feel	  desperate	  	  57____	   	  I	  am	  quite	  suspicious	  of	  other	  people's	  motives	  	  58____	   	  I	  feel	  alienated	  or	  cut	  off	  from	  other	  people	  	  59____	   	  I	  feel	  that	  I’m	  not	  lovable	  	  60____	   	  I	  am	  not	  as	  talented	  as	  most	  people	  are	  at	  their	  work	  	  61____	   	  My	  judgment	  cannot	  be	  counted	  on	  in	  everyday	  situations	  	  62____	   	  I	  worry	  that	  I'll	  lose	  all	  my	  money	  and	  become	  destitute	  or	  very	  poor	  	  63____	   	  I	  often	  feel	  as	  if	  my	  parent(s)	  are	  living	  through	  me	  	  -­‐	  that	  I	  don’t	  have	  a	  life	  of	  my	  own	  64____	   I’ve	  always	  let	  others	  make	  choices	  for	  me,	  so	  I	  really	  don't	  know	  what	  I	  want	  for	  myself	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  65____	   	  I’ve	  always	  been	  the	  one	  who	  listens	  to	  everyone	  else’s	  problems	  	  66	  ____	   	  I	  control	  myself	  so	  much	  that	  many	  people	  think	  that	  I	  am	  unemotional	  or	  unfeeling	  	  67____	   	  I	  feel	  there	  is	  constant	  pressure	  for	  me	  to	  achieve	  and	  get	  things	  done	  	  68	  ____	   	  I	  feel	  that	  I	  shouldn’t	  have	  to	  follow	  the	  normal	  rules	  and	  conventions	  that	  other	  people	  do	  	  69____	  	   	  I	  can’t	  force	  myself	  to	  do	  things	  I	  don’t	  enjoy,	  even	  when	  I	  know	  its	  for	  my	  own	  good	  	  70____	   	  If	  I	  make	  remarks	  at	  a	  meeting,	  or	  am	  introduced	  in	  a	  social	  situation,	  it’s	  important	  for	  me	  to	  get	  recognition	  and	  admiration	  	  71____	   	  No	  matter	  how	  hard	  I	  work,	  I	  worry	  that	  I	  could	  be	  wiped	  out	  financially	  and	  lose	  almost	  everything	  	  72	  ____	   	  It	  doesn’t	  matter	  why	  I	  make	  a	  mistake.	  	  When	  I	  do	  something	  wrong	  I	  should	  pay	  the	  consequences	  	  73____	   	  I	  haven’t	  had	  a	  strong	  or	  wise	  person	  to	  give	  me	  sound	  advice	  or	  direction	  when	  I	  am	  not	  sure	  what	  to	  do	  	  74____	   	  Sometimes	  I	  am	  so	  worried	  about	  people	  leaving	  me	  that	  I	  drive	  them	  away	  	  75____	   	  I	  am	  usually	  on	  the	  lookout	  for	  other	  people’s	  ulterior	  or	  hidden	  motives	  	  76____	   	  I	  always	  feel	  on	  the	  outside	  of	  groups	  77____	   I	  am	  too	  unacceptable	  in	  very	  basic	  ways	  to	  reveal	  myself	  to	  other	  people	  or	  let	  them	  get	  to	  know	  me	  well	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  78____	   	  I	  am	  not	  as	  intelligent	  as	  most	  people	  when	  it	  comes	  to	  work	  (or	  school)	   	  	  79____	   	  I	  don’t	  feel	  confident	  about	  my	  ability	  to	  solve	  everyday	  problems	  that	  come	  up	   	  	  80____	   	  I	  worry	  that	  I'm	  developing	  a	  serious	  illness,	  even	  though	  nothing	  serious	  has	  been	  diagnosed	  by	  a	  doctor	   	  	  81____	   	  I	  often	  feel	  that	  I	  do	  not	  have	  a	  separate	  identity	  from	  my	  parent(s)	  or	  partner	   	  	  82____	   	  I	  have	  a	  lot	  of	  trouble	  demanding	  that	  my	  rights	  be	  respected	  and	  that	  my	  feelings	  be	  taken	  into	  account	   	  	  83____	   	  Other	  people	  see	  me	  as	  doing	  too	  much	  for	  others	  and	  not	  enough	  for	  myself	   	  	  84____	   	  People	  see	  me	  as	  uptight	  emotionally	   	  	  85____	   	  I	  can’t	  let	  myself	  off	  the	  hook	  easily	  or	  make	  excuses	  for	  my	  mistakes	   	  	  86____	   	  I	  feel	  that	  what	  I	  have	  to	  offer	  is	  of	  greater	  value	  than	  the	  contributions	  of	  others	   	  	  87____	   	  I	  have	  rarely	  been	  able	  to	  stick	  to	  my	  resolutions	   	  	  88____	   	  Lots	  of	  praise	  and	  compliments	  make	  me	  feel	  like	  a	  worthwhile	  person	   	  	  89____	   	  I	  worry	  that	  a	  wrong	  decision	  could	  lead	  to	  disaster	   	  	  90____	   	  I’m	  a	  bad	  person	  who	  deserves	  to	  be	  punished	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Table	  A2:	  Five	  Schema	  Domains	  and	  their	  respective	  EMSs	  1)	  Disconnection	  and	  Rejection	   	   Abandonment/Instability	  Mistrust/Abuse	  Emotional	  Deprivation	  Defectiveness/Shame	  Social	  Isolation/Alienation	  2)	  Impaired	  Autonomy	  and	  Performance	  	   Dependency/Incompetence	  Vulnerability	  to	  Harm	  or	  Illness	  Enmeshment/Undeveloped	  Self	  Failure	  to	  achieve	  3)	  Impaired	  Limits	   	   	   	   Entitlement/Grandiosity	  	  Insufficient	  Self-­‐Control/Self-­‐Discipline	  	  4)	  Other–Directedness	   	  	   	   Subjugation	  Self-­‐Sacrifice	  Approval-­‐Seeking/Recognition-­‐Seeking	  	  5)	  Overvigilance	  and	  Inhibition	   	   Negativity/Pessimism	  Emotional	  Inhibition	  Unrelenting	  Standards/Hypercriticalness	  	  Punitiveness	  Note:	  Adapted	  from	  “Handbook	  of	  cognitive-­‐behavioral	  therapies,”	  by	  Dobson,	  K.	  S.	  (Ed.),	  2010,	  (3rd	  ed.),	  pgs.	  322-­‐325.	  Copyright	  2010	  by	  New	  York:	  The	  Guilford	  Press.	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Table	  A3:	  YSQ-­‐	  S3	  Early	  Maladaptive	  Schemas	  1.	  	  Abandonment/Instability	  :	  The	  perceived	  instability	  or	  unreliability	  of	  those	  available	  for	  support	  and	  connection.	  Involves	  the	  sense	  that	  significant	  others	  will	  not	  be	  able	  to	  continue	  providing	  emotional	  support,	  connection,	  strength,	  or	  practical	  protection	  because	  they	  are	  emotionally	  unstable	  and	  unpredictable	  (e.g.,	  angry	  outbursts),	  unreliable,	  or	  erratically	  present;	  because	  they	  will	  die	  imminently;	  or	  because	  they	  will	  abandon	  the	  patient	  in	  favor	  of	  someone	  better.	  	  	  2.	  Mistrust/Abuse:	  The	  expectation	  that	  others	  will	  hurt,	  abuse,	  humiliate,	  cheat,	  lie,	  manipulate,	  or	  take	  advantage.	  Usually	  involves	  the	  perception	  that	  the	  harm	  is	  intentional	  or	  the	  result	  of	  unjustified	  and	  extreme	  negligence.	  May	  include	  the	  sense	  that	  one	  always	  ends	  up	  being	  cheated	  relative	  to	  others	  or	  “gets	  the	  short	  end	  of	  the	  stick.”	  	  	  3.	  Emotional	  Deprivation:	  Expectation	  that	  one's	  desire	  for	  a	  normal	  degree	  of	  emotional	  support	  will	  not	  b	  adequately	  met	  by	  others.	  The	  three	  major	  forms	  of	  deprivation	  are:	  	  1. Deprivation	  of	  Nurturance	  -­‐	  Absence	  of	  attention,	  affection,	  warmth,	  or	  companionship.	  	  2. Deprivation	  of	  Empathy	  -­‐	  Absence	  of	  understanding,	  listening,	  self-­‐disclosure,	  or	  mutual	  sharing	  of	  feelings	  from	  others.	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  Absence	  of	  strength,	  direction,	  or	  guidance	  from	  others.	  	  	  4.	  Defectiveness/Shame:	  The	  feeling	  that	  one	  is	  defective,	  bad,	  unwanted,	  inferior,	  or	  invalid	  in	  important	  respects;	  or	  that	  one	  would	  be	  unlovable	  to	  significant	  others	  if	  exposed.	  May	  involve	  hypersensitivity	  to	  criticism,	  rejection,	  and	  blame;	  self-­‐consciousness,	  comparisons,	  and	  insecurity	  around	  others;	  or	  a	  sense	  of	  shame	  regarding	  one's	  perceived	  flaws.	  These	  flaws	  may	  be	  private	  (e.g.,	  selfishness,	  angry	  impulses,	  unacceptable	  sexual	  desires)	  or	  public	  (e.g.,	  undesirable	  physical	  appearance,	  social	  awkwardness).	  	  	  5.	  Social	  Isolation/Alienation:	  The	  feeling	  that	  one	  is	  isolated	  from	  the	  rest	  of	  the	  world,	  different	  from	  other	  people,	  and/or	  not	  part	  of	  any	  group	  or	  community.	  	  	  6.	  Dependence/Incompetence:	  Belief	  that	  one	  is	  unable	  to	  handle	  one's	  everyday	  responsibilities	  in	  a	  competent	  manner,	  without	  considerable	  help	  from	  others	  (e.g.,	  take	  care	  of	  oneself,	  solve	  daily	  problems,	  exercise	  good	  judgement,	  tackle	  new	  tasks,	  make	  good	  decisions).	  Often	  presents	  as	  helplessness.	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  7.	  Vulnerability	  to	  Harm	  or	  Illness:	  Exaggerated	  fear	  that	  imminent	  catastrophe	  will	  strike	  at	  any	  time	  and	  that	  one	  will	  be	  unable	  to	  prevent	  it.	  Fears	  focus	  on	  one	  or	  more	  of	  the	  following:	  	  Making	  Differences	  WorkTI	  083	  The	  Clearinghouse	  www.utexas.edu/student/cmhc/clearinghouse	  p.	  40	  	  (a)	  Medical	  catastrophes	  -­‐	  for	  example,	  heart	  attacks,	  AIDS;	  (b)	  Emotional	  Catastrophes	  -­‐	  for	  example,	  going	  crazy;	  (c)	  External	  Catastrophes	  -­‐	  for	  example,	  elevators	  collapsing,	  victimized	  by	  criminals,	  airplane	  crashes,	  earthquakes.	  	  	  8.	  Enmeshment/Undeveloped	  Self:	  	  Excessive	  emotional	  involvement	  and	  closeness	  with	  one	  or	  more	  significant	  others	  (often	  parents),	  at	  the	  expense	  of	  full	  individuation	  or	  normal	  social	  development.	  Often	  involves	  the	  belief	  that	  at	  least	  on	  of	  the	  enmeshed	  individuals	  cannot	  survive	  or	  be	  happy	  without	  the	  constant	  support	  of	  the	  other.	  May	  also	  include	  feelings	  of	  being	  smothered	  by,	  or	  fused	  with,	  others	  or	  insufficient	  individual	  identity.	  Often	  experienced	  as	  a	  feeling	  of	  emptiness	  and	  floundering,	  having	  no	  direction,	  or,	  in	  extreme	  cases	  questioning	  one's	  existence.	  	  	  9.	  Failure:	  The	  belief	  that	  one	  has	  failed,	  will	  inevitably	  fail,	  or	  is	  fundamentally	  inadequate	  relative	  to	  one's	  peers,	  in	  areas	  of	  achievement	  (school,	  career,	  sports,	  etc.).	  Often	  involves	  beliefs	  that	  one	  is	  stupid,	  inept,	  untalented,	  ignorant,	  lower	  in	  status,	  less	  successful	  than	  others,	  and	  so	  on.	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  10.	  Entitlement/Grandiosity:	  The	  belief	  that	  one	  is	  superior	  to	  other	  people;	  entitled	  to	  special	  rights	  and	  privileges;	  or	  not	  bound	  by	  the	  rules	  of	  reciprocity	  that	  guide	  normal	  social	  interaction.	  Often	  involves	  insistence	  that	  one	  should	  be	  able	  to	  do	  or	  have	  whatever	  one	  wants,	  regardless	  of	  what	  is	  realistic,	  what	  others	  consider	  reasonable,	  or	  the	  cost	  to	  others;	  or	  an	  exaggerated	  focus	  on	  superiority(e.g.,	  being	  among	  the	  most	  successful,	  famous,	  wealthy)-­‐in	  order	  to	  achieve	  power	  or	  control	  (not	  primarily	  for	  attention	  or	  approval).	  Sometimes	  includes	  excessive	  competitiveness	  toward,	  or	  domination	  of,	  others:	  asserting	  one's	  power,	  forcing	  one's	  point	  of	  view,	  or	  controlling	  the	  behavior	  of	  others	  in	  line	  with	  one's	  own	  desires-­‐without	  empathy	  or	  concern	  for	  others'	  needs	  or	  feelings.	  	  	  11.	  Insufficient	  Self-­‐Control/Self-­‐Discipline:	  Pervasive	  difficulty	  or	  refusal	  to	  exercise	  sufficient	  self-­‐control	  and	  frustration	  tolerance	  to	  achieve	  one's	  personal	  goals,	  or	  to	  restrain	  the	  excessive	  expression	  of	  one's	  emotions	  and	  impulses.	  In	  its	  milder	  form,	  patient	  presents	  with	  an	  exaggerated	  emphasis	  on	  discomfort-­‐avoidance:	  avoiding	  pain,	  conflict,	  confrontation,	  responsibility,	  or	  overexertion-­‐at	  the	  expense	  of	  personal	  fulfillment,	  commitment,	  or	  integrity.	  	  	  12.	  Subjugation:	  Excessive	  surrendering	  of	  control	  to	  others	  because	  one	  feels	  coerced-­‐usually	  to	  avoid	  anger,	  retaliation,	  or	  abandonment.	  The	  two	  major	  forms	  of	  subjugation	  are:	  	  1. Subjugation	  of	  Needs	  -­‐	  Suppression	  of	  one's	  preferences,	  decisions,	  and	  desires.	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  2. Subjugation	  of	  Emotions	  -­‐	  Suppression	  of	  emotional	  expression,	  especially	  anger.	  	  Usually	  involves	  the	  perception	  that	  one's	  own	  desires,	  opinions,	  and	  feelings	  are	  not	  valid	  or	  important	  to	  others.	  Frequently	  presents	  as	  excessive	  compliance,	  combined	  with	  hypersensitivity	  to	  feeling	  trapped.	  Generally	  leads	  to	  a	  build	  up	  of	  anger,	  manifested	  in	  maladaptive	  symptoms	  (e.g.,	  passive-­‐aggressive	  behavior,	  uncontrolled	  outbursts	  of	  temper,	  psychosomatic	  symptoms,	  withdrawal	  of	  affection,	  “acting	  out,”	  substance	  abuse.)	  	  	  13.	  Self-­‐Sacrifice:	  Excessive	  focus	  on	  voluntarily	  meeting	  the	  needs	  of	  others	  in	  daily	  situations,	  at	  the	  expense	  of	  one's	  own	  gratification.	  The	  most	  common	  reasons	  are	  to	  prevent	  causing	  pain	  to	  others,	  to	  avoid	  guilt	  from	  feeling	  selfish,	  or	  to	  maintain	  the	  connection	  with	  others	  perceived	  as	  needy.	  Often	  results	  from	  an	  acute	  sensitivity	  to	  the	  pain	  of	  others.	  Sometimes	  leads	  to	  a	  sense	  that	  one's	  own	  needs	  are	  not	  being	  adequately	  met	  and	  to	  resentment	  of	  those	  who	  are	  not	  taken	  care	  of.	  (Overlaps	  with	  concept	  of	  codependency).	  	  	  14.	  Approval-­‐Seeking/Recognition-­‐Seeking:	  Excessive	  emphasis	  on	  gaining	  approval,	  recognition,	  or	  attention	  from	  other	  people,	  or	  fitting	  in,	  at	  the	  expense	  of	  developing	  a	  secure	  and	  true	  sense	  of	  self.	  One's	  sense	  of	  esteem	  is	  dependent	  primarily	  on	  the	  reaction	  of	  others	  rather	  than	  on	  one's	  own	  natural	  inclinations.	  Sometimes	  includes	  an	  overemphasis	  on	  status,	  appearance,	  social	  acceptance,	  money,	  or	  achievement-­‐	  as	  a	  means	  of	  gaining	  approval,	  admiration,	  or	  attention	  (not	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  primarily	  for	  power	  or	  control).	  Frequently	  results	  in	  major	  life	  decisions	  that	  are	  inauthentic	  or	  unsatisfying;	  or	  hypersensitivity	  to	  rejection.	  	  	  15.	  Negativity/Pessimism:	  	  A	  pervasive,	  lifelong	  focus	  on	  the	  negative	  aspects	  of	  life	  (pain,	  death,	  loss,	  disappointment,	  conflict,	  guilt,	  resentment,	  unresolved	  problems,	  potential	  mistakes,	  betrayal,	  things	  that	  could	  go	  wrong,	  etc.)	  while	  minimizing	  or	  neglecting	  the	  positive	  or	  optimistic	  aspects.	  Usually	  includes	  an	  exaggerated	  expectation-­‐in	  a	  wide	  range	  of	  work,	  financial,	  or	  interpersonal	  situations-­‐that	  things	  will	  eventually	  go	  seriously	  wrong,	  or	  that	  aspects	  of	  one's	  life	  that	  seem	  to	  be	  going	  well	  will	  ultimately	  fall	  apart.	  Usually	  involves	  an	  inordinate	  fear	  of	  making	  mistakes	  that	  might	  lead	  to	  financial	  collapse,	  loss,	  humiliation,	  or	  being	  trapped	  in	  a	  bad	  situation.	  Because	  potential	  negative	  outcomes	  are	  exaggerated,	  these	  patients	  are	  frequently	  characterized	  by	  chronic	  worry,	  complaining,	  or	  indecision.	  	  	  16.	  Emotional	  Inhibition:	  The	  excessive	  inhibition	  of	  spontaneous	  action,	  feeling,	  or	  communication-­‐usually	  to	  avoid	  disapproval	  by	  others,	  feelings	  of	  shame,	  or	  losing	  control	  of	  one's	  impulses.	  The	  most	  common	  areas	  of	  inhibition	  involve:	  (a)	  inhibition	  of	  anger	  and	  aggression;	  (b)	  inhibition	  of	  positive	  impulses	  (e.g.,	  joy,	  affection,	  sexual	  excitement,	  play);	  (c)	  difficulty	  expressing	  vulnerability	  or	  communicating	  freely	  about	  one's	  feelings,	  needs,	  and	  so	  on;	  or	  (d)	  excessive	  emphasis	  on	  rationality	  while	  disregarding	  emotions.	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  17.	  Unrelenting	  Standards/Hypercriticalness:	  The	  underlying	  belief	  that	  one	  must	  strive	  to	  meet	  very	  high	  internalized	  standards	  of	  behavior	  and	  performance	  usually	  to	  avoid	  criticism.	  Typically	  results	  in	  feelings	  of	  pressure	  or	  difficulty	  slowing	  down,	  and	  in	  hypercriticalness	  toward	  oneself	  and	  others.	  Must	  involve	  significant	  impairment	  in	  pleasure,	  relaxation,	  health,	  self-­‐esteem,	  sense	  of	  accomplishment,	  or	  satisfying	  relationships.	  	  Unrelenting	  standards	  typically	  present	  as	  (a)	  perfectionism,	  inordinate	  attention	  to	  detail,	  or	  an	  underestimate	  of	  how	  good	  one's	  own	  performance	  is	  relative	  to	  the	  norm;	  (b)	  rigid	  rules	  and	  “shoulds”	  in	  many	  areas	  of	  life,	  including	  unrealistically	  high	  moral,	  ethical,	  cultural,	  or	  religious	  precepts;	  or	  (c)	  preoccupation	  with	  time	  and	  efficiency	  so	  that	  more	  can	  be	  accomplished.	  	  	  18.	  Punitiveness:	  The	  belief	  that	  people	  should	  be	  harshly	  punished	  for	  making	  mistakes.	  Involves	  the	  tendency	  to	  be	  angry,	  intolerant,	  punitive,	  and	  inpatient	  with	  those	  people	  (including	  oneself)	  who	  do	  not	  meet	  one'	  s	  expectations	  or	  standards.	  Usually	  includes	  difficulty	  forgiving	  mistakes	  in	  oneself	  or	  others	  because	  of	  a	  reluctance	  to	  consider	  extenuating	  circumstances,	  allow	  for	  human	  imperfection,	  or	  empathize	  with	  feelings.	  	  	  Note:	  From	  Young,	  J.E.	  (1999).	  Cognitive	  therapy	  for	  personality	  disorders:	  A	  schema-­‐	  focused	  approach	  (third	  edition).	  Sarasota,	  FL:	  Professional	  Resource	  Press.	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Appendix	  B	  
Curriculum	  Vitae	  
Elizabeth	  Natalie	  Di	  Francisco	  ndifrancisco@georgefox.edu	  
	  
	  
	  
	  
OBJECTIVE	  
To	  obtain	  a	  position	  that	  will	  allow	  me	  to	  use	  my	  talents	  and	  skills,	  maximize	  
them,	  and	  acquire	  new	  ones	  as	  I	  grow	  in	  the	  knowledge	  of	  clinical	  skills	  and	  the	  
Vail-­‐	  practitioner	  scholar	  model.	  
	  
	  
EDUCATION	  
	  
Present	   Doctoral	  Student	  in	  Clinical	  Psychology	  (PsyD)	  Program:	  George	  Fox	  University	  
Graduate	  Department	  of	  Clinical	  Psychology	  (APA-­‐Accredited),	  Newberg,	  
Oregon.	  	  
	   Advisor:	  Rodger	  Bufford,	  Ph.D.	  professor	  of	  psychology	  
	  
2014	   Master	  of	  Arts,	  Clinical	  Psychology:	  George	  Fox	  University	  Graduate	  Department	  
of	  Clinical	  Psychology	  (APA-­‐	  Accredited),	  Newberg,	  OR	  
	  
2007-­‐2009	   Post-­‐Baccalaureate	  Pre-­‐medical	  Program:	  	  La	  Sierra	  University,	  Riverside,	  CA	  
	  
2006	   Bachelor	  of	  Arts:	  Temple	  University,	  Philadelphia,	  PA	  
Major:	  Psychology	  	  
Minor:	  French	  
Focus:	  Experimental	  psychology	  research	  
	  
	  
SUPERVISED	  CLINICAL	  EXPERIENCE	  
	  
8/16-­‐Present	   Internship	  
	   	   Behavioral	  Health	  Integrationist	  Student	  Intern	  	  
Providence	  St.	  Vincent	  Medical	  Center-­‐	  Southwest	  Pediatrics	  	  
Providence	  Medical	  Group	  Gateway	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Population:	  Pediatric	  patients	  struggling	  with	  diverse	  array	  of	  health	  issues	  
(diabetes	  management,	  insomnia,	  chronic	  conditions,	  fatigue,	  shortness	  of	  
breath,	  ADHD,	  stress,	  substance	  abuse,	  anxiety,	  and	  much	  more).	  	  Patients	  
present	  with	  diversity	  of:	  age,	  religion,	  race/ethnicity,	  gender,	  SES,	  culture,	  
sexual	  orientation,	  and	  religion.	  
	  
	  
Clinical	  Duties:	  	  
• Providing	  free	  behavioral	  management	  of	  health	  issues	  (anxiety,	  pain,	  
diabetes	  management	  and	  other	  chronic	  health	  conditions,	  medication	  
compliance,	  stress,	  substance	  abuse,	  ADHD,	  and	  much	  more)	  in	  English	  
and	  Spanish,	  to	  patients	  of	  all	  ages	  (in	  first	  clinic)	  and	  pediatric	  patients	  (in	  
current	  clinic)	  via	  warm	  hand-­‐offs	  and/or	  20-­‐30	  minute	  appointments.	  The	  
focus	  being	  the	  relationship	  between	  the	  of	  patients’	  mental	  health	  and	  
physical	  health.	  
• Collaborative	  multidisciplinary	  team	  approach	  for	  servicing	  pediatric	  
population	  (secretaries,	  medical	  assistants,	  nurses,	  nurse	  practitioners,	  
physicians,	  clinic	  supervisors/managers,	  and	  incoming	  psychiatrist)	  
• Curve-­‐side	  consultations	  with	  PCPs/nurse	  practitioners	  regarding	  patients	  
care	  
• Researching	  impact	  of	  patients’	  medications	  and	  medical	  conditions	  on	  
their	  emotional	  well-­‐being	  
• Consulting	  with	  licensed	  psychologists	  and	  professionals	  in	  the	  field	  
• Providing	  patients	  with	  brief	  behavioral	  interventions	  primarily	  within	  1-­‐6	  
appointments	  	  
• Resourcing	  patients	  with	  additional	  services	  within	  the	  community	  
depending	  on	  their	  needs,	  such	  as:	  psychologist,	  chemical	  dependency	  
programs	  (inpatient/outpatient),	  autism	  support	  
groups/programs/specialists,	  exercise	  (sports	  teams,	  YMCA,	  gyms),	  
neuropsychiatric/ADHD/learning	  disability/cognitive	  evaluations,	  work	  
source	  Oregon,	  and	  much	  more	  
• Navigating	  EPIC	  software	  for	  scheduling	  patients,	  documentation,	  
consultation,	  having	  a	  clearer	  picture	  of	  patient’s	  medical	  history	  as	  it	  
pertains	  to	  behavioral	  health	  
• Currently	  in	  the	  making-­‐	  developing	  BHI	  group	  appointments	  (1hr	  bi-­‐
weekly	  group	  appointment	  on	  topic	  depending	  on	  patient	  needs-­‐	  will	  
assess)	  
• Collaborating	  with	  parents/care-­‐givers/schools	  to	  better	  support	  the	  
management	  of	  patients’	  health	  issues	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• Screening	  patients	  (depression,	  anxiety,	  suicidality,	  abuse/neglect,	  ADHD,	  
autism,	  substance	  abuse,	  cognitive/developmental	  issues,	  trauma,	  
dementia,	  and	  more)	  
• Case	  conceptualization	  within	  a	  bio-­‐psycho-­‐social-­‐spiritual	  framework	  
• Implementing	  evidence	  based	  interventions	  (eg.	  Cognitive	  Behavioral	  
Therapy,	  short-­‐term	  solution	  focused)	  imbedded	  within	  interventions	  
from	  other	  orientations	  as	  needed	  
• Weekly	  supervision	  by	  licensed	  psychologist	  
• Attending	  monthly	  staff	  meetings	  to	  participate	  in	  the	  continual	  
amelioration	  of	  services	  to	  patients	  
• Attending	  monthly	  Behavioral	  Health	  Integration	  (BHI)	  meetings	  with	  
fellow	  interns	  and	  psychologists	  to	  further	  knowledge,	  practice,	  and	  
improve	  delivery	  of	  BHI	  services	  
• Attending	  monthly	  provider	  meetings	  to	  further	  collaborative	  team	  work	  
for	  patients’	  needs	  
• Attending	  trainings/seminars/didactics	  weekly	  at	  George	  Fox	  University	  
and	  on	  other	  additional	  occasions	  
• Attending	  the	  multicultural	  Diversity	  Summit	  Conference	  
• Supervising	  doctoral	  practicum	  students	  at	  the	  George	  Fox	  University	  
Behavioral	  Health	  (GFU	  BHC)	  Clinic	  (community	  mental	  health,	  50	  minute	  
sessions	  with	  patients)	  –	  checking	  all	  their	  SOAP	  notes,	  resourcing	  them	  to	  
support	  patient	  care,	  ensuring	  quality	  of	  services,	  providing	  them	  with	  
training	  on	  case	  consultation,	  case	  conceptualization,	  theoretical	  
orientation,	  rapport	  building,	  suicide	  assessments,	  clinical	  practice,	  
professional	  development,	  etc.	  
• Weekly	  supervision	  of	  my	  supervision	  of	  practicum	  students-­‐	  case	  
consultation,	  ensuring	  quality	  of	  my	  supervision	  of	  practicum	  student	  and	  
of	  their	  services	  to	  their	  patients	  
• Internship	  consultation	  project.	  Consulted	  for	  the	  doctoral	  internship	  
program	  on	  supervision	  (internship	  director,	  chairperson	  of	  GFU	  
psychology	  doctoral	  program,	  fellow	  interns,	  professor	  of	  GFU	  PSYD	  
supervision	  course),	  led	  out	  didactic	  trainings	  on	  the	  topic	  for	  fellow	  
interns,	  and	  developed	  a	  Supervision	  Handbook,	  Mini	  Supervision	  
Handbook,	  and	  Supervision	  Manual.	  Ran	  a	  pre	  supervision	  training	  and	  
post	  supervision	  training	  experiment	  of	  interns	  supervising	  fellow	  
practicum	  students,	  and	  will	  present	  project	  results	  to	  internship	  director,	  
GFU	  PSYD	  research	  director,	  GFU	  PSYD	  chairperson,	  and	  fellow	  interns	  in	  
March,	  2017.	  
• Engaging	  in	  case	  presentations	  with	  fellow	  interns,	  internship	  director,	  
director	  of	  the	  GFU	  BHC,	  and	  doctoral	  practicum	  students	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• Provided	  a	  cognitive	  assessment,	  intake,	  and	  report,	  at	  the	  GFU	  BHC.	  Will	  
provide	  a	  feedback	  session	  	  
	  
8/15-­‐	  5/16	   Pre-­‐internship	  
	   	   Psychology	  Trainee	  
	   	   George	  Fox	  University	  Health	  and	  Counseling	  Center,	  Newberg,	  OR	  
Population:	  undergraduate	  students	  struggling	  with	  various	  mental	  health	  issues	  
(personality	  disorders,	  developmental	  and	  relational	  issues,	  learning	  disabilities,	  
trauma,	  addictions,	  depression,	  anxiety,	  self-­‐harm	  etc.).	  Population	  presents	  
with	  diversity	  in	  the	  following	  categories:	  religion,	  sexual	  orientation,	  gender,	  
socio-­‐economic	  status,	  urban/rural	  classification,	  and	  ethnicity.	  
Clinical	  Duties:	  	  
• Provided	  a	  presentation	  for	  supervisors	  and	  other	  therapists	  on	  the	  following	  
topic:	  Anxiety,	  the	  Silent	  Killer	  
• Assessing	  and	  treating	  individuals	  with	  a	  wide	  range	  of	  psychopathologies	  
(e.g.	  depression,	  anxiety,	  personality	  disorders,	  suicidality),	  learning	  
disabilities,	  and	  relational	  issues	  
• Clinical	  documentation:	  completing	  intakes,	  treatment	  plans,	  safety	  plans,	  and	  
progress	  notes	  
• Formulate	  case	  conceptualization	  from	  chosen	  orientation	  (CBT	  with	  schema	  
work)	  
• Progress	  notes	  were	  completed	  on	  a	  weekly	  basis	  
• Assess/screen	  for	  psychopathology	  
• Making	  referrals	  for	  psychiatric	  evaluations	  or	  other	  resources	  in	  the	  
community	  depending	  on	  need	  (e.g.	  learning	  disability	  accommodations)	  
• Opportunities	  for	  full	  battery	  ADHD	  and	  learning	  disability	  assessments	  
• Weekly	  supervision	  with	  licensed	  psychologist	  
• Weekly	  didactic	  training	  with	  licensed	  psychologists	  
• Weekly	  consultations	  with	  licensed	  psychologists	  
• Implementing	  evidenced	  based	  interventions	  and	  skills	  (CBT,	  psychodynamic,	  
solution-­‐focused,	  interpersonal)	  
	  
8/14-­‐7/15	   Practicum	  II	  
	   	   Psychology	  Trainee	  
Willamette	  Family	  Medical	  Center,	  Salem,	  OR	  
Population:	  Primary	  OHP	  population	  (approx.	  80%),	  typically	  underserved	  and	  
extensive	  barriers	  to	  services/treatment/stability.	  	  40%	  adults	  and	  60%	  children	  
of	  all	  age	  groups	  and	  diverse	  ethnicities;	  English,	  Spanish,	  and	  Russian	  speaking	  
population.	  
Clinical	  Duties:	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• Provided	  a	  presentation	  for	  all	  staff	  including	  physicians	  on	  the	  following	  
topic:	  Neuroscience	  and	  a	  Biopsychosocial	  Perspective	  on	  Anxiety	  in	  Primary	  
Care	  
• Short-­‐term,	  long-­‐term,	  and	  behavioral	  consults	  in	  Spanish	  and	  English;	  
Evidence-­‐Based	  Therapy.	  Eclectic	  therapeutic	  orientation	  approach,	  mostly	  
CBT	  
• Behavioral	  consultations,	  solution	  focused,	  and	  CBT	  
• Warm-­‐hand	  offs	  from	  PCPs	  
• Holistic	  model	  integrating	  the	  medical	  and	  psychosocial	  presentation	  of	  
client	  
• Brief	  curve	  side	  consultations	  with	  PCPs	  	  
• Interventions	  using	  evidence-­‐based	  treatments,	  CBT,	  interpersonal	  therapy,	  
schema	  therapy,	  motivational	  interviewing,	  cognitive	  therapy,	  narrative	  
therapy,	  dynamic,	  solution-­‐focused	  therapy,	  psychodynamic,	  and	  others.	  
• Conducting	  and	  writing	  weekly	  intakes	  and	  clinical	  case	  notes	  with	  diagnoses	  
and	  plan	  of	  treatment	  using	  evidenced	  based	  interventions,	  uploaded	  to	  
Next	  Generation.	  
• Giving	  seminars	  for	  all	  staff	  members	  on	  diverse	  topics	  such	  as:	  anxiety,	  habit	  
formation,	  neuroscience,	  lethargy	  cycle,	  depression,	  DSM-­‐5	  diagnoses,	  CBT	  
and	  other	  therapeutic	  interventions,	  aligning	  with	  client,	  rapport	  building,	  
brief	  assessments,	  difference	  between	  emotional,	  chronological,	  and	  mental	  
age	  of	  clients,	  and	  psychopharmacology.	  
• Attending	  didactic	  trainings	  facilitated	  by	  a	  psychiatrist	  and	  PCPs	  
• Working	  with	  diverse	  array	  of	  psychopathologies	  (Bipolar,	  Depression,	  
Schizophrenia,	  ADHD,	  ODD,	  PPD,	  suicidal,	  homicidal,	  TBI,	  anxiety,	  domestic	  
violence,	  physical,	  emotional,	  and	  sexual	  abuse,	  eating	  disorders,	  borderline	  
personality	  disorder,	  and	  many	  more).	  	  The	  clients	  were	  of	  all	  age	  groups,	  
and	  most	  of	  them	  from	  low-­‐	  income	  homes.	  	  
• Providing	  the	  following	  interventions:	  individual,	  family,	  and	  couples	  therapy.	  	  
There	  are	  also	  opportunities	  for	  group	  therapy.	  
• Resourcing	  PCPs	  with	  brief	  therapeutic	  interventions	  and	  referral	  
information.	  	  Researching	  resources	  within	  the	  community	  for	  individual	  
referrals	  to	  mental	  health	  providers,	  physicians,	  and	  immediate	  care	  needs.	  	  	  
• Administering	  ADHD	  full	  battery	  assessments	  and	  report	  writing.	  	  There	  are	  
opportunities	  for	  LD,	  autism,	  neurological,	  projective,	  and	  other	  assessments	  
as	  well.	  
• Weekly	  one	  hour	  of	  individual	  and	  one	  hour	  of	  group	  supervision	  with	  
licensed	  psychologist	  off-­‐site	  
• One	  hour	  of	  weekly	  group	  supervision	  with	  licensed	  behaviorist	  caseworker	  
on-­‐site	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9/13-­‐	  6/14	  	   Practicum	  I	  
	   	   Psychology	  Trainee	  
Portland	  Community	  College,	  Sylvania	  Campus,	  Portland,	  OR	  	  
Population:	  College	  students,	  adolescents,	  young	  adults,	  working	  with	  adults,	  
broad	  diversity	  within	  a	  college	  counseling	  center	  setting.	  
Clinical	  Duties:	  	  
• Short-­‐term	  Evidence-­‐Based	  Therapy,	  with	  some	  Long-­‐term	  therapy	  
opportunities.	  Eclectic	  therapeutic	  orientation	  approach,	  mostly	  CBT.	  
• Career	  counseling	  assessments	  
• Assess	  and	  treat	  wide	  range	  of	  clinical	  pathology,	  relational	  problems,	  and	  
developmental	  problems	  
• Personal	  counseling	  and	  career	  counseling	  sessions	  
• Assessment	  tools	  used:	  Beck	  Depression	  Inventory,	  Beck	  Anxiety	  Inventory,	  
Beck	  Scale	  for	  Suicide,	  Young	  Schema	  Questionnaire,	  Myers-­‐Briggs	  Type	  
Indicator,	  and	  Strong	  Interest	  Inventory	  
• Interventions	  using	  evidence-­‐based	  treatments,	  CBT,	  psychodynamic,	  
interpersonal	  therapy,	  schema	  therapy,	  motivational	  interviewing,	  cognitive	  
therapy,	  narrative	  therapy,	  and	  solution-­‐focused	  therapy.	  
• Conducting	  and	  writing	  weekly	  intakes	  and	  clinical	  case	  notes	  with	  diagnoses	  
and	  plan	  of	  treatment	  using	  evidenced	  based	  interventions.	  
• One	  hour	  of	  individual	  supervision	  with	  Dr.	  Hoffman	  weekly	  
• Didactic	  training	  seminars	  once	  a	  week	  with	  Dr.	  Hoffman	  and	  other	  guest	  
speakers	  on	  diverse	  array	  of	  topics	  such	  as	  Cognitive	  Processing	  Therapy,	  
Suicidality	  training,	  diagnosis	  and	  treatment,	  case	  formulation,	  treatment	  
plans,	  clinical	  documentation,	  role-­‐play,	  multicultural	  sensitivity,	  case	  
presentations,	  and	  various	  theoretical	  orientations.	  	  	  
• Assess	  individuals	  for	  suicidality,	  homicidality,	  mental	  status,	  and	  various	  
other	  psychological	  factors	  affecting	  overall	  functioning	  
• Attend	  and	  assist	  in	  counseling	  outreach	  event	  on	  campus	  
• Attend	  various	  department	  meetings	  in	  helping	  to	  advocate	  for	  student	  
needs	  
• Facilitate	  and	  lead	  an	  on-­‐campus	  group	  of	  students	  in	  need	  of	  food,	  shelter,	  
clothing,	  tutoring,	  therapy,	  and	  other	  resources,	  one	  hour	  per	  week	  	  	  
• Meetings	  with	  directors	  of	  a	  diverse	  array	  of	  resources	  to	  help	  orient	  
students	  in	  need	  	  
• Case	  consultation	  with	  therapists	  at	  the	  PCC	  counseling	  center	  
• Researching	  resources	  within	  the	  community	  for	  individual	  referrals	  to	  
mental	  health	  providers,	  physicians,	  and	  immediate	  care	  needs.	  	  	  
	  
1/13-­‐5/13	   Pre-­‐practicum	  
Student	  Therapist	  Trainee	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George	  Fox	  University,	  Newberg,	  OR	  
Population:	  university	  undergraduate	  students	  with	  diversity	  in	  ethnicity,	  
religion,	  and	  socio-­‐economic	  status.	  	  Students	  presented	  with	  an	  assortment	  of	  
mental	  health	  issues	  (depression,	  trauma,	  anxiety,	  and	  adjustment	  disorder).	  
	   Clinical	  duties:	  	  	  
• Administering	  diagnostic	  intake	  reports,	  developing	  treatment	  plans,	  
progress	  notes	  
• Providing	  weekly	  individual	  therapy	  	  
• Completing	  weekly	  progress	  notes,	  case	  conceptualizations	  (Rogerian	  
therapy)	  and	  impressions	  of	  therapy	  sessions	  
• Scheduling	  clients	  and	  chart	  reviewing	  
• Administering	  Session	  Rating	  Scales	  and	  Outcome	  Rating	  Scales	  
• Presenting	  two	  cases	  in	  clinical	  team	  (team	  comprised	  of	  doctoral	  students	  
from	  every	  cohort	  and	  a	  licensed	  psychologist)	  
• Weekly	  supervision	  from	  a	  master’s	  level	  Pre-­‐Intern	  doctoral	  student	  (this	  
student	  was	  supervised	  by	  a	  licensed	  psychologist)	  
	  
Summer	  2012	  Bachelor	  level	  counselor	  
New	  Life	  Cognitive	  Behavioral	  Services	  Inc.,	  Reading,	  PA	  19602	  
Population:	  Community	  mental	  health	  Spanish	  and	  English	  speaking	  clients,	  wide	  
range	  age	  groups	  (from	  children	  to	  elderly),	  with	  diversity	  in	  ethnicity,	  sexual	  
orientation,	  physical	  disabilities,	  religion,	  and	  socio-­‐economic	  status.	  Most	  
patients	  identified	  with	  low	  SES	  and	  Hispanic	  ethnicity.	  	  Wide	  array	  of	  patient	  
psychopathologies	  (autism,	  ADHD,	  intellectual	  disability,	  trauma,	  self-­‐harm,	  
personality	  disorders,	  schizophrenia,	  depression,	  anxiety	  etc.)	  
Clinical	  duties:	  	  
• Working	  5-­‐6	  days	  a	  week	  in	  a	  program	  called	  Family	  Based	  Mental	  Health	  
Services,	  completing	  about	  100	  face	  to	  face	  therapy	  hours	  
• Providing	  co-­‐facilitated	  therapy	  in	  Spanish	  and	  English	  
• Providing	  Individual,	  couples,	  and	  family	  therapy	  
• Therapy	  is	  delivered	  by	  a	  team	  comprised	  of	  a	  bachelor	  and	  a	  master	  
level	  therapist;	  I	  was	  the	  bachelor	  level	  therapist	  of	  my	  team	  
• Live	  weekly	  supervision	  with	  master	  level	  therapist	  (this	  therapist	  was	  
supervised	  by	  a	  clinical	  psychologist)	  
• Resourcing	  clients	  within	  the	  community	  (food	  stamps,	  disability	  
benefits,	  immigration	  paper	  work,	  extra-­‐curricular	  activities	  for	  children,	  
speech	  therapy,	  shelter,	  food,	  clothing,	  and	  much	  more)	  
• Trained	  in	  case	  conceptualization,	  treatment	  planning,	  and	  therapeutic	  
interventions	  
• Scheduled	  and	  arranged	  weekly	  therapy	  sessions,	  which	  took	  place	  in	  
patients’	  homes	  and	  out	  in	  the	  community	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• Administered	  and	  typed	  up	  intake	  reports,	  progress	  notes,	  safety	  plans,	  and	  
treatment	  plans	  on	  a	  weekly	  basis	  
• Attended	  client	  court	  hearings	  (juvenile	  detention,	  probation,	  and	  adoption	  
cases	  
• Reporting	  child	  abuse	  cases	  to	  DHS	  
• Crisis	  management	  (suicidality	  and	  homicidality)	  
• Routine	  patient	  medication	  compliance	  and	  check	  up	  
• Live	  and	  over	  the	  phone	  consultation	  with	  other	  personnel	  (case	  workers,	  
other	  therapists,	  school	  teachers,	  behaviorists,	  parole	  officers/counselors)	  
	  
	  
WORK/RESEARCH	  EXPERIENCE	  
	  
2010-­‐2011	   Psychology	  Department	  9th	  floor	  research	  lab	  	  
Temple	  University	  Philadelphia,	  PA	  19122	  
	   	   Position:	  Head	  research	  assistant	  
Responsibilities:	  	  Waiting	  for	  data	  collection	  details	  to	  come	  to	  an	  end	  in	  order	  to	  
complete	  a	  publication	  from	  previous	  research	  with	  Dr.	  Hineline,	  disciple	  of	  B.F.	  
Skinner	  and	  project	  director.	  	  	  
	  
SUMMER	  2008	  Microbiology	  Laboratory	  
River	  Plate	  University	  School	  of	  Medicine	  
Entre	  Rios,	  Argentina	  
Position:	  Research	  assistant	  
Responsibilities:	  Trained	  by	  the	  project	  coordinator	  and	  conducted	  research	  
alongside	  her,	  dividing	  the	  work	  in	  half.	  	  We	  both	  worked	  under	  Dr.	  Delatorre,	  
head	  of	  research	  at	  River	  Plate	  School	  of	  Medicine	  at	  the	  time.	  	  My	  research	  
dealt	  mainly	  with	  the	  susceptibility	  of	  the	  multi-­‐drug	  resistant	  pathogenic	  
bacterium,	  acinetobacter	  baumanii,	  to	  Colistin,	  an	  old	  antibiotic	  used	  to	  treat	  
infections	  caused	  by	  this	  bacterium.	  	  Samples	  of	  the	  bacterium	  were	  obtained	  
from	  three	  different	  cities	  and	  hospitals	  in	  Argentina.	  	  We	  grew	  the	  bacterium	  in	  
petri	  dishes	  and	  incubated	  them.	  	  Then	  I	  collected	  all	  data,	  ran	  several	  tests,	  and	  
read	  articles	  on	  the	  subject	  matter.	  I	  Conducted	  all	  research	  related	  tasks	  given	  
to	  me	  by	  the	  research	  coordinator.	  
	  
2005-­‐2007	   Psychology	  Department	  9th	  floor	  research	  lab	  
	   	   Temple	  University,	  Philadelphia,	  PA	  19122	  
	   	   Position:	  Head	  research	  assistant	  
	   Responsibilities:	  Directing	  the	  research	  team	  for	  Dr.	  Hineline,	  disciple	  of	  B.F.	  
Skinner,	  therefore	  our	  projects	  had	  a	  behavioral	  Skinnerian	  focus.	  	  The	  focus	  
was	  the	  ‘malevolent’	  pigeon.’	  I	  was	  in	  charge	  of	  coordination	  and	  
organization	  of	  the	  research	  team	  (undergraduates	  and	  PhD’s),	  carrying	  out	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experimental	  procedures,	  programming,	  and	  multiple	  research	  related	  tasks.	  
In	  meetings	  I	  presented	  graphical	  data,	  explaining	  progress	  and	  results.	  	  
	  
2005-­‐2012	   Psychology	  Department	  9th	  floor	  research	  lab	  
	   	   Temple	  University,	  Philadelphia,	  PA	  19122	  
	   Position:	  Head	  research	  assistant	  on	  a	  weekly	  basis	  until	  2005	  (after	  that,	  my	  
involvement	  was	  long-­‐distance	  and	  sporadic-­‐usually	  during	  Christmas	  break	  
when	  I	  was	  in	  the	  area)	  
Responsibilities:	  In	  2004	  Dr.	  Bersh	  passed	  away	  and	  his	  colleague	  Dr.	  Hineline,	  
PhD.,	  and	  a	  group	  of	  psychology	  graduate	  students	  at	  Temple	  University	  took	  me	  
into	  their	  research	  team.	  My	  name	  was	  on	  one	  poster	  presentation	  for	  the	  
Association	  for	  Behavioral	  Analysis	  conventions.	  I	  continued	  research	  with	  
them	  and	  held	  the	  same	  responsibilities	  held	  with	  Dr.	  Bersh	  (see	  2002-­‐2004	  
research	  experience	  with	  Dr.	  Bersh).	  The	  following	  were	  additional	  
responsibilities	  
• Joined	  the	  ‘behaviorist-­‐skinner’s	  club’	  comprised	  of	  the	  following:	  psychology	  
doctoral	  students,	  doctoral	  internship	  students,	  doctoral	  post-­‐doctorate	  
students,	  psychology	  professors,	  and	  psychology	  research	  chairpersons.	  	  The	  
purpose	  of	  the	  club	  was	  to	  discuss	  research	  articles,	  recent	  findings	  in	  the	  
literature,	  and	  consult	  with	  one	  other	  on	  research	  projects	  over	  dinner	  
• Compiled	  and	  organized	  six	  years	  of	  research	  data	  into	  a	  tabular	  and	  pros	  
format	  for	  the	  manuscript,	  with	  the	  help	  of	  another	  research	  assistant	  
• Put	  together	  history	  of	  procedures	  for	  five	  years	  of	  research	  for	  manuscript	  
(this	  included	  going	  through	  procedure	  manual	  binders	  I	  had	  developed,	  and	  
many	  VCR	  tapes	  that	  comprised	  five-­‐six	  years	  worth	  of	  experiments)	  
	  
2004-­‐2005	   Temple	  University	  Speech	  Psychology	  Department	  
	   	   Psychology	  Department	  3rd	  floor,	  Philadelphia	  PA	  	  19122	  
	   	   Position:	  Transcriber,	  Codifier	  
	   Responsibilities:	  This	  was	  a	  research	  project	  conducted	  by	  Dr.	  Aquiles	  
Iglesias,	  on	  the	  speech	  problems	  with	  children	  raised	  in	  families	  with	  parents	  
speaking	  both	  English	  and	  Spanish.	  My	  job	  was	  to	  listen	  to	  audio	  CDs	  of	  
kindergarteners	  as	  they	  told	  stories	  and	  transcribe	  verbatim,	  whether	  it	  was	  
in	  Spanish,	  English,	  or	  a	  mix	  of	  both.	  	  Then	  I	  would	  code	  each	  line	  of	  the	  
transcribed	  word	  document	  in	  order	  to	  translate	  it	  into	  readable	  language	  
for	  the	  experimenters	  to	  analyze	  that	  data.	  	  
	  
2003-­‐2007	   New	  Life	  Cognitive	  Behavioral	  Services	  Inc.,	  
	   	   522	  Court	  St.	  	  Reading,	  PA	  19602	  
	   	   Position:	  Secretary,	  manager,	  caseworker	  
	   Responsibilities:	  Job	  varied	  during	  my	  years	  there:	  	  training,	  secretarial	  work,	  
casework	  counseling,	  typing	  client	  case	  reports	  for	  the	  courts,	  developing	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progress	  notes,	  shadowing	  therapists	  and	  psychologists,	  managerial	  duties,	  
translating	  reports	  (Spanish-­‐English	  and	  vice-­‐versa),	  covering	  for	  casework	  
counselors’	  clients	  whenever	  necessary,	  and	  client	  house	  visitations	  and	  
monitoring,	  organizing	  employees’	  schedules,	  meetings,	  and	  completing	  the	  
invoice	  quality	  assurance	  of	  the	  organization.	  	  	  
	  
2002-­‐2005	   Psychology	  Department	  9th	  floor	  research	  lab	  
	   	   Temple	  University,	  Philadelphia,	  PA	  19122	  
	   	   Position:	  Head	  research	  assistant	  
Responsibilities:	  Conducted	  research	  in	  experimental	  psychology	  with	  
laboratory	  rats	  under	  Dr.	  Bersh,	  disciple	  of	  B.F.	  Skinner	  and	  project	  director.	  	  
Experiments	  were	  Skinnerian	  with	  a	  behavioral	  focus.	  	  They	  consisted	  of	  a	  
series	  of	  Experiment	  in	  Operant	  Discrimination	  and	  Learning.	  	  Our	  
experiments	  dealt	  with	  stimulus	  control	  of	  operant	  behavior,	  this	  being	  
imbedded	  within	  human	  behavior,	  and	  it	  determines	  how	  humans	  behave	  
based	  upon	  prevailing	  circumstances.	  	  I	  was	  in	  charge	  of	  the	  coordination	  
and	  organization	  of	  the	  research	  team.	  	  My	  level	  of	  responsibilities	  was	  the	  
same	  as	  those	  for	  Dr.	  Hineline	  listed	  above.	  	  My	  name	  was	  on	  two	  poster	  
presentations	  for	  the	  Association	  for	  Behavioral	  Analysis	  conventions,	  and	  I	  
will	  be	  co-­‐author	  of	  any	  future	  publications	  written	  by	  Dr.	  Andrzjewski	  
(University	  of	  Wisconsin-­‐	  research	  team).	  	  Unfortunately	  Dr.	  Bersh	  became	  
very	  ill	  and	  insisted	  I	  continue	  all	  experiments.	  	  He	  passed	  away	  and	  in	  his	  
honor,	  the	  team	  and	  I	  formulated	  a	  series	  of	  experiments	  to	  end	  the	  project.	  	  
Then	  I	  relayed	  all	  the	  data	  to	  Dr.	  Andrzjewski.	  	  	  
• Execute	  psychology	  experiments	  on	  a	  weekly	  basis	  (five	  days	  per	  week).	  	  
These	  were	  supplemental	  and	  dissertation	  research	  experiments	  of	  
psychology	  doctoral	  students	  and	  psychology	  research	  chair	  directors	  (Dr.	  
Bersh)	  
• Interview,	  screen,	  and	  train	  undergraduate	  students	  in	  all	  psychology	  
research	  related	  tasks	  (running	  research	  experiments,	  feeding	  lab	  animals,	  
training	  lab	  animals,	  reading	  behavioral	  psychology	  research	  articles,	  and	  
supervising	  all	  their	  work)	  
• Attending	  weekly	  meetings	  with	  psychology	  doctoral	  students	  and	  research	  
project	  supervisor(s)	  (Dr.	  Bersh)	  to	  consult	  on	  research	  projects,	  provide	  
them	  with	  graphs,	  feedback,	  results	  of	  experiments	  
• Taking	  notes	  during	  weekly	  research	  meetings	  in	  order	  to	  incorporate	  all	  
suggestions	  given	  by	  supervisors	  and	  doctoral	  students,	  and	  to	  train	  other	  
undergraduates	  on	  changes	  and	  new	  additions	  
• Developed	  multiple	  procedure	  manuals	  throughout	  my	  years	  volunteering	  to	  
ameliorate	  undergraduate	  research	  training	  efficiency,	  and	  avoid	  confounds	  
associated	  with	  multiple	  individuals	  running	  experiments	  	  
NORMING	  THE	  YSQ-­‐S3	   92	  	  
• Submitting	  all	  research	  data	  and	  results	  in	  poster	  format	  to	  association	  of	  
behavioral	  analysis	  conventions	  
	  
2001-­‐2006	   Temple	  University	  Tutoring	  Services	  
	   	   Philadelphia,	  PA	  19122	  
	   	   Position:	  Spanish	  tutor	  
Responsibilities:	  Correct	  papers,	  homework,	  instructing	  on	  pronunciation	  
skills,	  prepare	  students	  for	  exams/oral	  presentations/quizzes/projects,	  and	  
provide	  aid	  in	  anything	  required	  by	  the	  Spanish	  professor	  to	  the	  student.	  
	  
	  
	  
ASSOCIATION	  FOR	  BEHAVIORAL	  ANALYSIS	  INTERNATIONAL	  RESEARCH	  POSTERS	  
	  
2005	   A	  Continuing	  Search	  for	  the	  Malevolent	  Pigeon	  (2005),	  Christopher	  M.	  Schaub,	  
Elizabeth	  N.	  Di	  Francisco,	  Uyen	  Hoang,	  Stefanie	  Horvath,	  Christopher	  J.	  Perrin,	  
Frank	  Castro,	  Andrew	  v.	  Deming,	  &	  Philip	  N.	  Hineline.	  	  Poster	  presented	  at	  the	  
31st	  Annual	  Association	  for	  Behavioral	  Analysis	  international	  convention,	  Hilton,	  
Chicago,	  IL	  60605.	  	  Currently	  in	  process	  of	  data	  collection	  for	  publication.	  	  	  
	  
2004	   Brief	  Delays	  of	  Reinforcement	  and	  an	  Established	  Operant	  Discrimination	  (data-­‐
based	  presentation,	  2004),	  Matthew	  E.	  Andrejewski	  (University	  of	  Wisconsin,	  
Michigan),	  Elizabeth	  N.	  Di	  Francisco,	  Uyen	  Huang,	  Ifeoma	  Morrison,	  and	  Phillip	  J.	  
Bersh	  (Temple	  University).	  	  Presented	  at	  the	  30th	  Annual	  Association	  for	  
Behavioral	  Analysis	  international	  convention,	  Sheraton	  Boston	  Hotel,	  Boston,	  
MA	  02199.	  	  
	  
2003	   Effect	  of	  Reinforcement	  Schedule	  and	  Component	  Duration	  and	  Mixed	  and	  
Multiple	  Schedule	  Performance	  (2003),	  Phillip	  Bersh,	  Esteban	  Di	  Francisco,	  Alexis	  
Moyer,	  Elizabeth	  N.	  Di	  Francisco,	  &	  Matthew	  Andrejewski,	  Temple	  University	  
and	  University	  of	  Wisconsin-­‐Madison.	  	  Presented	  at	  the	  29th	  Annual	  Association	  
for	  Behavioral	  Analysis	  international	  convention,	  San	  Francisco	  Marriott,	  San	  
Francisco,	  CA	  94103.	  
	  
	   	   	  
NON-­‐SUPERVISED	  CLINICAL	  EXPERIENCE	  	  
	  
2003-­‐	  2006	   Counselor:	  for	  the	  various	  Spanish	  communities.	  	  Provided	  seminars	  for	  the	  
Spanish	  community	  members	  in	  the	  states	  of	  Virginia,	  Maryland,	  and	  
Pennsylvania.	  	  Providing	  counseling	  for	  youth	  and	  adolescents,	  as	  well	  as	  
presenting	  at	  seminars	  along	  with	  other	  guest	  speakers.	  	  Some	  of	  the	  topics	  I	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presented	  were:	  parent-­‐child	  communications,	  relationships,	  self-­‐esteem,	  and	  
peer	  pressure;	  they	  were	  provided	  in	  English	  and	  Spanish.	  	  
	  
	  
	  
EXTRA-­‐CURRICULAR	  PROJECT	  
	  
10/16-­‐Present	  Consultation	  Project	  for	  a	  New	  York	  Life	  (NYL)	  finance	  team	  and	  NYL	  Eagle	  
Strategies	  
	   	   Los	  Angeles,	  CA	  
Position:	  consultant	  for	  hiring	  employees,	  professional	  relationship	  management	  
with	  clients,	  improving	  quality	  of	  services	  provided	  by	  finance	  advisors,	  
marketing,	  professional	  development,	  navigating	  and	  enhancing	  interpersonal	  
relationships	  between	  employees/clients	  	  
Project	  duties:	  
• Conducting	  an	  over	  the	  phone	  needs	  assessment	  
• Goals,	  tools,	  skills,	  talents,	  and	  resources	  assessment	  	  
• Providing	  blueprint	  and	  guidelines	  of	  how	  to	  reach	  goals	  
• Providing	  follow-­‐up	  on	  implementation	  results	  
	   	   	  
Spring	  2016	   Consultation	  project	  with	  community	  members	  	  
	   	   Newberg,	  OR	  
Position:	  consultant	  for	  increasing	  member	  participation	  and	  decreasing	  
interpersonal	  relationship	  problems	  between	  members	  
Project	  duties:	  
• Meeting	  in	  person	  with	  community	  members	  
• Providing	  a	  15	  minute	  ‘Ted-­‐Talk’	  on	  the	  topic	  for	  community	  members	  
• Conducting	  an	  over	  the	  phone	  needs	  assessment	  
• Goals,	  tools,	  skills,	  talents,	  and	  resources	  assessment	  	  
• Providing	  blueprint	  and	  guidelines	  of	  how	  to	  reach	  goals	  
• Providing	  follow-­‐up	  on	  implementation	  results	  
	  
7/16-­‐	  Present	   Consultation	  on	  needs	  basis	  with	  community	  leader	  of	  Ottumwa,	  Fairfield,	  
Albia,	  and	  Centerville,	  IA	  
Position:	  consultant	  for	  community	  outreach	  projects,	  navigating	  interpersonal	  
relationships	  within	  the	  community,	  marketing	  events	  within	  the	  community,	  
debunking	  communication	  barriers,	  and	  increasing	  member	  participation	  in	  
outreach.	  
Project	  duties:	  
• Provide	  leaders	  with	  mostly	  over	  the	  phone	  and	  some	  written	  training	  on	  
aforementioned	  projects	  above	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• Conducting	  an	  over	  the	  phone	  needs	  assessment	  
• Goals,	  tools,	  skills,	  talents,	  and	  resources	  assessment	  	  
• Providing	  blueprint	  and	  guidelines	  of	  how	  to	  reach	  goals	  
• Providing	  follow-­‐up	  on	  implementation	  results	  
	  
Summer	  2015	  Consultation	  Project	  with	  PCMG	  (Portes	  Consulting	  and	  Management	  Group)	  
Houston,	  TX	  
	   	   Position:	  consultant	  for	  a	  magazine,	  marketing,	  and	  book	  projects	  
	   	   Project	  duties:	  	  
• Wrote	  a	  section	  for	  the	  PCMG	  Magazine	  –Happiness	  and	  Psychology	  
• Wrote	  introduction	  for	  PCMG	  sampler	  book-­‐	  Leaders	  
• Contributed	  input	  to	  marketing	  department	  via	  over	  the	  phone	  conference	  
meetings	  
	  
	  
VOLUNTEER	  WORK	  
*NOTE:	  SEMINARS	  WERE	  PROVIDED	  FOR	  THE	  COMMUNITY	  	  
	  
2016	   	   Seminar	   Neuroscience,	  Schemas,	  and	  Habit	  formation	  
	   	   	   	   Hillsboro,	  OR	  	  
	  
2016	   	   Seminar	   Cultivating	  Healthy	  Schemas	  for	  Young	  Professionals	  
	   	   	   	   Portland,	  Oregon	  
	  
2015	   	   Seminar	   Tips	  for	  kids:	  How	  to	  Cultivate	  Happy	  Thoughts	  
	   	   	   	   Berrien	  Springs,	  Michigan	  
	  
2015	   Seminar	   Mind	  Traps:	  Negative	  Thoughts,	  Schemas,	  and	  Cognitive	  
Behavioral	  Interventions	  
	   	   	   	   Berrien	  Spring,	  Michigan	   	   	  
	  
2015	   	   Seminar	   The	  Effects	  of	  Unconscious	  Toxic	  Thoughts:	  Schemas	  
	   	   	   	   Takoma,	  Maryland	  
	  
2015	   	   Seminar	   Schemas	  and	  Happiness:	  An	  Integrative	  Approach	  
	   	   	   	   Hillsboro,	  OR	  
	  
2015	   	   Seminar	   Pursuit	  of	  Happiness:	  The	  Power	  of	  Schemas	  
	   	   	   	   Hillsboro,	  OR	  
	  
2015	   	   Seminar	   The	  Effects	  of	  Attachment	  on	  Relationships	  	  
	   	   	   	   Dayton,	  OR	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2015	   	   Seminar	   Schemas	  and	  Mental	  Health	  Problems	  
	   	   	   	   Newberg,	  OR	  
	  
2015	   	   Seminar	   Schemas	  and	  Mental	  Health	  Problems	  
	   	   	   	   McMinnville,	  OR	   	  
	  
2014	   	   Seminar	  	   Brain	  Renewal:	  Emotion	  and	  Habit	  Formation	  
	   	   	   	   Dayton,	  OR	   	  
	  
2014	   	   Seminars	  	   Effects	  of	  Music	  on	  The	  Brain	  
	   	   	   	   Communication	  in	  Relationships	  
	   	   	   	   The	  Brain:	  Habit	  Formation	  	  
	   	   	   	   Emotion	  Regulation	  
	   	   	   	   Anger	  Management	  
	   	   	   	   Addictions	  
	   	   	   	   Depression	  and	  Anxiety	  
	   	   	   	   Self-­‐soothing	  and	  Self-­‐Care	  
	   	   	   	   Vasterang,	  Sweden	  
	  
2014	   	   Seminars	  	   The	  Brain:	  Habit	  Formation	  
	   	   	   	   Emotion	  regulation	  
	   	   	   	   Parenting	  
	   	   	   	   Anger	  Management	  
	   	   	   	   Depression	  and	  Anxiety	  
	   	   	   	   Autism	  	  
	   	   	   	   ADHD	  
	   	   	   	   Houston,	  Texas	  
	   	   	   	   	  
2014	   	   Seminars	  	  	   Addictions	  
	   	   	   	   Abuse	  
	   	   	   	   Neuroscience:	  Habit	  Formation	  	  
	   	   	   	   Parenting	  
	   	   	   	   Emotion	  Regulation	  
	   	   	   	   Relationships	  
	   	   	   	   Anger	  Management	  
	   	   	   	   Smoking	  Cessation	  
	   	   	   	   Atlanta,	  GA	  
	  
2007-­‐2011	   Community	  Service/Outreach	  
Position:	  Project	  Organizer	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Responsibilities:	  Involved	  in	  numerous	  events	  including	  the	  following:	  Soup	  
kitchens,	  visiting	  children	  at	  Loma	  Linda	  University	  Hospital,	  visiting	  the	  sick	  at	  
nursing	  homes/elderly	  centers/hospitals,	  charity	  auctions	  (raising	  over	  50,000	  
USD),	  preparing	  food	  for	  the	  homeless,	  organizing	  clothing	  donations	  for	  the	  less	  
fortunate,	  holiday	  present/food	  drop-­‐offs	  for	  the	  less	  fortunate,	  entertaining	  the	  
hospitalized	  with	  music,	  readings,	  and	  mini-­‐talks,	  counseling	  for	  all	  age	  groups,	  
producing/directing/presenting	  theatrical	  productions	  for	  the	  community,	  
organizing	  and	  directing	  activities	  for	  children	  in	  the	  community	  and	  so	  forth,	  
and	  translating	  talks	  from	  English	  to	  Spanish	  for	  the	  community.	  	  	  	  	  
	   	   	  
	  
	  
PROFESSIONAL	  MEMBERSHIPS	  &	  HONOR	  SOCIETIES	  
	  
2013-­‐	  Present	  American	  Psychological	  Association,	  Student	  Affiliate	  
	  
	  
	  
PRESENTATIONS/TRAINING	  SEMINARS	  
	  
4/08	  &	  4/09	   Pre-­‐Professional	  Conference,	  with	  Dr.	  Eugene	  Joseph,	  Gross	  Anatomy	  
Professor,	  La	  Sierra	  University	  Riverside,	  CA	  
	  	  	   Lectures	  were	  comprised	  of	  guest	  speaker	  and	  physicians	  from	  Loma	  Linda	  
University	  Hospital	  and	  other	  medical	  centers.	  	  I	  also	  partook	  of	  the	  gross	  
anatomy	  and	  suturing	  workshops	  offered	  by	  Dr.	  Joseph.	  	  In	  both,	  April	  2008,	  and	  
2009,	  I	  was	  taught	  diverse	  sutures	  on	  human	  corpses,	  as	  well	  as	  chest	  and	  brain	  
dissections,	  all	  of	  which	  I	  was	  able	  to	  conduct	  first	  hand	  with	  supervision.	  
	  
2004-­‐2007	   Seminars	  and	  workshops	  for	  Hispanic	  youth/adolescents	  and	  adults	  for	  the	  
community,	  Virginia,	  and	  Maryland	  
Topics	  ranging	  from	  self-­‐esteem,	  mood	  disorders,	  interpersonal	  relationships,	  
cognitive-­‐behavioral	  therapy,	  etc.	  	  
	  
	  
	  
HONORS	  AND	  AWARDS	  
	   	  
2003	   Certificate	  of	  achievement	  for	  the	  Humane	  Care	  and	  use	  of	  laboratory	  Animals,	  
Humane	  Care	  and	  use	  of	  the	  Laboratory	  Rat	  and	  Occupational	  Health	  and	  Safety	  
with	  Laboratory	  Animals.	  	  Experimental	  Behavioral	  Psychology,	  Hellen	  Pearson,	  
Chair	  of	  committee,	  Institutional	  Animal	  Care	  and	  Use	  Committee,	  Temple	  
University,	  Philadelphia,	  PA	  19122.	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PROFESSIONAL	  TRAININGS	  
	  
	  
2017	   	   Domestic	  Violence:	  A	  Coordinated	  Community	  Response	  	  
Patricia	  Warford,	  PsyD	  and	  Sgt.	  Todd	  Baltzell	  	  
George	  Fox	  University,	  Newberg,	  Oregon	  
	  
2017	   	   Native	  Self	  Actualization:	  It’s	  assessment	  and	  application	  in	  therapy	  	  
Sydney	  Brown,	  PsyD	  	  
George	  Fox	  University,	  Newberg,	  Oregon	  
	  
2017	   	   National	  Multicultural	  Conference	  and	  Summit	  
	   	   Portland	  Marriott	  Downtown	  Waterfront,	  OR	  
	  
2016	   	   When	  Divorce	  Hits	  the	  Family:	  Helping	  Parents	  and	  Children	  Navigate	  	  
	   	   Wendy	  Bourg,	  PhD  
George	  Fox	  University,	  Newberg,	  Oregon	  
	  
2016	   	   Sacredness,	  Naming	  and	  Healing:	  Lanterns	  Along	  the	  Way	  
	   	   Brooke	  Kuhnhausen,	  PhD	  
	   	   George	  Fox	  University,	  Newberg,	  Oregon	  
	  
2016	   	   Managing	  with	  Diverse	  Clients	  	  
Sandra	  Jenkins,	  PhD	  	  
George	  Fox	  University,	  Newberg,	  Oregon	   	  
	  
2016	   Neuropsychology:	  What	  Do	  We	  Know	  15	  Years	  After	  the	  Decade	  of	  the	  
Brain?	  and	  Okay,	  Enough	  Small	  Talk.	  Let's	  Get	  Down	  to	  Business!	  	  
Trevor	  Hall,	  PsyD	  and	  Darren	  Janzen,	  PsyD	  	  
George	  Fox	  University,	  Newberg,	  Oregon	   	   	   	  
	  
2015	   	   Relational	  Psychoanalysis	  and	  Christian	  Faith:	  A	  Heuristic	  dialogue	  	  
	   	   Marie	  Hoffman	  PhD.	  
George	  Fox	  University,	  Newberg,	  Oregon	  
	  
2015	   	   Lets	  Talk	  About	  Sex:	  Sex	  and	  Sexuality	  with	  Clinical	  Application	  
	   	   Joy	  Mauldin,	  PsyD.	  
	   	   George	  Fox	  University,	  Newberg,	  Oregon	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2015	   	   Spiritual	  Formation	  and	  Psychotherapy	  
	   	   Barrett	  McRay,	  PsyD.	  
	   	   George	  Fox	  University,	  Newberg,	  Oregon	  
	  
2015	   	   Credentialing,	  Banking,	  the	  Internship	  Crisis,	  &	  Other	  Challenges	  
	   	   Morgan	  Sammons,	  PhD.	  
	   	   George	  Fox	  University,	  Newberg,	  Oregon	  
	  
2014	   	   “Face	  Time”	  in	  an	  Age	  of	  Technological	  Advancement	  
Doreen	  Dodgen	  McGee,	  Ph.D.	  
	   	   George	  Fox	  University,	  Newberg,	  Oregon	  
	  
2014	   	   Learning	  Disabilities:	  A	  Neuropsychological	  Perspective	  
Tabitha	  Becker,	  Psy.D.	  
George	  Fox	  University,	  Newberg,	  Oregon	  
	   	  
2014	   	   Behavioral	  Boot	  Camp	  
	   	   Joel	  Gregor	  Psy.D.,	  Jeri	  Turgesen	  PsyD.,	  Brook	  Kuhnhausen	  PhD	  
	   George	  Fox	  University,	  Newberg,	  Oregon	  
	  
2014	   Evidence-­‐Based	  Treatments	  for	  PTSD	  in	  Veteran	  Populations:	  Clinical	  and	  
Integrative	  Perspectives	  
	   David	  Beil-­‐Adaskin,	  PhD	  
George	  Fox	  University,	  Newberg,	  Oregon	  
	  
2014	   	   DSM	  V:	  Essential	  Changes	  in	  Form	  &	  Function	  
Jeri	  Turgesen,	  PsyD	  and	  Mary	  Peterson,	  PhD	  
George	  Fox	  University,	  Newberg,	  Oregon	  
	  
2014	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